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Control of Hypertension 


Successfully achieved with 


RALTEN 


B.C. P. W. BRAND 
STANDARDIZED EXTRACT OF RAUWOLFIA SERPENTINA 


@ ACTS AS A SEDATIVE TO NERVOUS SYSTEM 
@ USEFUL IN INSOMNIA, EPILEPSY ETC. 


REDUCES HIGH BLOOD-PRESSURE 
| 
@ INDICATED IN MENTAL DISORDERS OF MANIACAL TYPE 


Supplies : Liquid Extract: In one ounce phials. 
Tablets of 5grs: In bottles of fifty. 


BENGAL @MEMICAL * CALCUTTA BOMBAY * KANPUR 
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We have pleasure in announcing 


the availability of 


brand CHLOROQUINE DIPHOSPHATE 


As an effective antimalarial, ‘Avloclor’ is indicated 


in the treatment and suppression of Malaria. 


It is also specific in the treatment of 


hepatic amoebiasis. 


Available in tablet form (0.25 gramme) for oral administration, 


in packs of 10 and 500. 


IMPERIAL CHEMICAL INDUSTRIES (INDIA) LIMITED 


Calcutta Bombay Madras Kanpur New Delhi Ahmedabad 
Amritsar Bangalore Cochin 
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LIVER EXTRACTS WITH 
FOLVITE’ 


FOLIC ACIO 


Lederle liver extracts have been known to the medical profession for a quarter century 
as possessing the highest possible attributes of potency and toleration. They are avail- 
able in many strengths and in various forms, with or without folic acid. Lederle liver 
extracts are used in thousands of hospitals and clinics throughout the world; accepted 
as setting the highest standard of excellence. Lederle liver extracts are rich in the vital 
factors which are elaborated or stored in mammalian liver during life. The beneficial 
effects of liver extracts in metabolic and nutritional deficiency states are well known, 
as well as in the treatment of the megaloblastic anemias, including pernicious anemia. 
LIVER INIECTION 20 micrograms (Solution Liver Bxivact * Trade Mark 

LIVER INJECTION CRUDE WITH FOL VITE Acid) Liver 


Extract, Crude 2 Units) Vials of 10 © 
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According to Chopra ¢: al,alcoholic extract of Rauwolfia 
Serpentina, total alkaloids and the alkaloid serpentine are hypotensive agents. 
But alkaloids are not the only active principles of this drug. Dymock, in 1891 


mentioned, Bose and Sen, in 193! opined and Gupta, Kahali and Dutta, 
in 1944 demonstrated that a resinous non-alkaloidal fraction exerted the 
characteristic sedative and hypnotic action of the cruce drug. This valuable 
resinous fraction goes to waste in alkaloids. if 


In Bromo-Raulfin both the resinous fraction as also the alkaloids 
are available in full natural proportions. Due to this added advantage it is 
much more dependable in Rauwolfia therapy than the alkaloids. Many 
hundreds of thousands of patients have been treated with Bromo-Raulfin in 
the last decade and a half. 


1. Ind. Journ. Med. Res., 1941, 29, 763 © 2. Pharm. Ind., 1891 © 3. Ind, Med. 
World., 1931 July. @ 4, Ind. Journ, Med. Res., 1944, 32, 183. 
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Introducing—— 


SULFACYL 


SO, NH CO 


For cure and control of Typhoid group of fevers, 
Cholera, Bacillary dysentery, Ulcerative colitis, etc. 
DETAILS SUPPLIED ON REQUEST FROM 


G. D. A. CHEMICALS LTD., 


Manufacturers of PAMICY L-P.A.S. for the first time in India. 
44, BADRIDAS TEMPLE STREET, CALCUTTA—4. 
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LIQUID & AMPOULES 


Combats 

Collapse, Shock and 
Peripheral failure 
Restores blood pressure 
to normal. 


KNOLL A.=-G. Chemical Works, Ludwigshafen-on-Rhine, Germany 
Sole importers: NEO-PHARMA Limited, Kasturi Bolldings, Churchgate Reclamation, Bombay | 
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Rhone - Poulenc /Specia - 2, rue Jean Goujon - Paris - France. 


P, A, TABLETS 


SUGAR and ENTERIC COATED TABLETS 0,5 
(tins of 100 tablets & 500 tablets) 


P, A, POWDER 


(tins of 100 gm. and 250 gm.) 


DIHYDROSTREPTOMYCIN 


Crystalline Penicillin G. Sodium salt 200000 1. U. 
Penicillin G. Procaine salt 300000 1.U. 
Dihydrostreptomycin (in the form of sulphate) 500 mg. 


Sole | orters: VOLKART BROTHERS 

INDIA: Bombay, Calcutta, Madras, Cochin, 

PAKISTAN: Karachi, Lahore, Chittagong. 

CEYLON: 
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A haemostyptic 


in muco-cutaneous haemorrhages, 
bleeding from the nose and gums, 


post-operative and gynaecological haemorrhages: 


Styptobion 


containing the vitamins C, K and P (rutin). 


Packings: 
Tubes of 10 tablets 
Bottles of 50 tablets 


DARMSTADT - GERMANY 


Sole Agenis: 

CAPCO LIMITED-E. MERCK DEPT., 
BOMBAY : P. O. Bag 1652 
CALOUTTA : P. O. Box 2253 
MADRAS: P. O. Box 1281 
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For vitamin deficiencies 


in chronic diseases, disturbed metabolism, 
during prolonged treatment with 
sulphonamides, antibiotics and isonicotinylhydrazide 


Multibionta 


containing the 11 most important vitamins. 


DARMSTADT - GERMANY 


Sole Agents : 
CAPCO LIMITED-E. MERCK DEPT.. 


BOMBAY: P. O. Bag 1652 
CALCUTTA: P.O. Box 2253 
MADRAS: P. O. Box 1281 
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the most versatile... 


PHILIPS 
“PRACTIX’’ X-Ray apparatus 


(PORTABLE) 


PHILIPS portable “Practix” X-Ray apparatus are now being used 
in all modern hospitals, doctors’ consulting rooms, emergency 
stations, etc. This X-Ray equipment is entirely dependable and 
economical to operate. 


For fuil details contact: 


© Complete range of stands. PHILIPS ELECTRICAL CO. 


e Continuous screening 
possibility. (INDIA) LTD. 
* Thermal ee Protection. X-Ray & Medical Department 
1x1 mm focus. 
‘action tube “PHILIPS HOUSE”, CALCUTTA-20 


Low mains consumption. Branches: Madras, Bombay, -Dethi, Lucknow, 
Kanpur, Patna, 
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SP in enzymic deficiency 
and supplies 


additional digestive power 


& 


provides compensation 


uizym 


a Pioneer Preparation 


The first vegetable digestive enzyme system with the therapeutically most valuable 
cellulase ond hemiceliuiose 
for the effective therapy of digestive troubles due to vegetable food difficult to 


break down 
Standardized and stable dragees 
Composition: Celluiase, hemicelivlases, amylase, protease and other enzymes. 


indications: 


Digestive insufficiency in relation to vegetable food icabbages, peas and beans, 
salads, fruit, etc.) 


Fermentative dyspepsia os a consequence of carbohydrate rich diet (rice, bread, 
potatoes, farinaceous food, pastry, etc.) 


Symptoms secondary to fermentative dyspepsia (Roemheld), such as meteorism, feel- 
ing of fullness, elevation of the diaphragm with cardiac disturbances and dyspnoea 


- After-treatment of infectious intestinal diseases, such as bacillary dysentery, typhoid 
fever, amoebic dysentery 


In surgery: prevention of flatulence and fermentative dyspepsia before and after 
gastro-intestinal operations 
In gynaecology: prevention of meteorism during pregnancy 
Method of Administration and Dosage: 
2 dragees to be taken during or after meals; in resistant cases 3—4 dragees 
Packing: 
Containers of 20, 50, and 300 dragees 


LUITPOLD-WERK MONCHEN (Germany) 
Sole Importers for India: 
NEO-PHARMA LIMITED 
Kasturi-Buitdings, 5 th Floor, Jamshedj! Tata Road, Churchgate Reclamation 
Bombay | 
Literature on Luizym will be gladly sent’on request 
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How Photography 


helps doctors 
assess patients’ progress! 


Every day more doctors are using stil! 
pictures, in black-and-white or colour, 
to assess their patients’ progress ... 
particularly in cases of external lesions 
or conditions causing visible deforma- 
tion. Progressive records are easily 
made with a minimum of standard 
‘Kodak’ equipment. 


The Cine-‘Kodak’ Royal 


Magazine operation al- 
lows immediate chang- 
ing of films (e.g., from 
black-and-white to co 
lour) with no wastage. 


KODAK LTD Bombay - Calcutta - Deihi - Madras 


Invaluable for recording impaired move- 
ment is ‘Kodak’ Cine equipment - also 
increasingly used for recording and 
studying surgical techniques. 


Full details of photograpbic equipment 
useful for doctors will be gladly sup- 
plied by Kodak Limited on application. 


The ‘Kodaslide’ projector makes 
it easy to study details by pro- 
jecting transparencies on screens 
of any size. 


For ‘still’ picture records, 
the ‘Retina’ Ile (with 
range finder) and ‘Retina’ 
Ia cameras make 20 to 
36 exposures, in black- 
and-white or colour, on 
miniature film which ws 
easy to file. 
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FROM THE SOFT CURRENCY AREA 


RADIUM 


NEEDLES TUBES 
APPLICATORS PLAQUES 


“U.M.H.K.” RADIUM 


PRODUCED BY UNION MINIERE DU HAUT KATANGA 


SOLE AGENTS IN INDIA: 


The British Metal Corporation (India) Ltd. 


22, Chittaranjan Avenue, Calcutta 25, Dalal Street, Fort, Bombay 
Phone: Bank 4152 :: City 5247 Phone: 22669 


to hasten recovery 


Horlicks has been prescribed with confidence for more 
than half a century in acute illnesses, convalescence and 

other debilitating conditions. Its ready utilization in the 
body has been proved by actual physiological tests. 

Horlicks satisfies the clinical requirements whenever the 
patient requires ‘building up’. 


Horlicks is a combination of milk and soluble nutritive 
extracts of wheat and malted barley. It is partially pre- 
digested ; the protein and ‘protein sparers’ are present 
well-balanced proportions so that metabolic needs are 
satisfied in the most economical manner, with no strain on 
the digestive system. Horlicks is pleasing to the palateand 
is appetizing. Ordinarily, Horlicks requires mixing with 
water only, but it can also be mixed with milk, cream, 
olive oil, etc. for additional nourishment. As a 
bed-time drink Herlicks promotes restful sleep 


HORLICKS 


PRESCRIBED WITH CONFIDENCE FOR OVER SEVENTY YEARS 
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TRADE MARK 


CHLOROQUINE SULPHATE 


for ‘rapid relief of acute malaria with 
absence of side effects, in partially 
immune or malaria tolerant subjects. 


*Nivaquine’ is supplied in containers 
of 10 and 500x0:20 Gm. (each tablet 
contains the equivalent of 0°15 Gm. 
chloroquine base). 


@ 


manufactured by 


MAY & BAKER LTD 


MAY & BAKER (INDIA) LTD. BOMBAY - CALCUTTA - MADRAS NEW DELHI + LUCKNOW « GAUHATI 
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RELIEF 
FROM PREGNANCY NAUSEA AND VOMITING 


(TABLETS) 
Each containing 


PYRIDOXINE 30 mg., NIACIN 15 mg., THIAMIN 3 mg. and 
PHENOBARBITAL SODIUM 9 mg. 


PROPERTIES 
RELIEVES nausea and vomiting in morning sickness and hyperemesis 
gravidarum. 
INCREASES appetite and restores white blood cell count to normal. 
EXERTS a mild sedative effect. 
DOSE: 2 tablets daily. Bottle of 20. 


Particulars from: 
RAPTAKOS, BRETT & CO., LTD., WORLI, BOMBAY. 


ETTOL for Protection 
TT. 


AE 
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ACID BUTTERMILK 


DIKT 


OF UNVARYING COMPOSITION 


The difficulty of preparing acid buttermilk 
is overcome by “Eledon’’. This dried 
product of unvarying composition has 
made it possible to prescribe a buttermilk 
diet whenever its use is indicated. 


Under medical supervision “Eledon’’ will 
form a normal food for infants for several 
months in succession (its calorific value is 
the same as that of whole milk, while its 
content of milk fat is slightly less than 
half that of whole milk). 


It is specially suitable for children who do 
not thrive on the breast, or when normal 


ACip aurrenMile | milk is badly tolerated, whilst it is ideal 


for premature infants as a substitute for, 


= POWDER FOR RM or an addition to, mother's milk. 
lt is invaluable for skin disorders and 


Prep WEiGuT 118145 pricrespaem in infants, for acute gastritis, 


iver disorders and constipation in older 
children and adults, and for diarrhoea and 
dysentery patients of all ages. 


PARED IN THE NETH 


PaooucT 


NESTLE’S PRODUCTS (INDIA) LTD. 
P.O. Box 39% * P.O. Box 385 © P.O. Box 180 
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Each fi. dr. containsg@ 
Antimony Tartrate 1/160 gr. Menthol 
Terpene Hydrate 1/8 gr. Syrup Tolu 
Codeine Phosphate 1/8 gr. Syrup Vasaka 
(in a} ozs., 6 ozs. and tb. Bottles) 


TERP-VASAKA 
(G. T. Vv.) 
4LEMBIC CHEMICAL WORKS CO. LTD., BARODA 9. 
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T.C.F. Vitamin C 
(l-ascorbic acid) acts as 

an excellent cell tonic 
through the regulation of 
cellular metabolism and the 
maintenance of intercellular 
substance. 


TABLETS: Each tablet 
50 mgs. l-ascorbic acid. 

Available in bottles of 25, 100, 

500 and 1000 tablets. 


PARENTERAL: Each cc. contains 

100 mgs. l-ascorbie acid. 
j In boxes of 6, 25, 50 and 100 
ampoules of 2 c.c. ond 3, 10, 25, 
50 and 100 ampoules of 5 c.c. 


& Pharmaceutic rie 


CALCUTTA: P. O. Box 672. MADRAS: 


nv 
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TEDDINGTON CHEMICAL FACTORY LTD. 
Sole. Distributors: W.T. SUREN & 
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CLINITEST 


(BRAND) 


makes urine-sugar detection 


Case Urine-sugar Analysis Set contains all elements needed 
for urine-sugar determination, can be used anyplace, anytime! 
Clinitest Reagent Tablets contained in the set present 

a copper reduction test with all reagents compressed into 

a single tablet. No external heating is required. Each 

tablet generates the necessary heat. Simply drop one 

Clinitest Reagent Tablet into test tube containing 

proper amount of diluted urine. Wait for 

reaction, then compare with color scale. 

Ideal for doctor or patient. Clinitest 

provides a rapid, convenient and reliable 

test for urine-sugar. Literature available 

from our representative. 


AMES COMPANY, INC. 
Elkhart, Indiana, U.S. A. 


EXCLUSIVE DISTRIBUTOR: MARTIN & HARRIS “LTD. 
Offices in: Calcuttas Bombay Madras 
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PROCAINE PENICILLIN FORTIFIED 


DUMEX 


The outstanding qualities of P.P.F. (DUMEX) have made this 
product the most popular repository penicillin available. 


Procaine Penicillin Fortified ( DUMEX ) is 


Pure 
Potent & 


Free-flowi ng 


Special attention is paid tothe purity of P. P. F. (DUMEX) and 
it can be said with confidence that side reactions with the product are 


extremely rare. 


Each mg. of P. P. F. (DUMEX) contains the equivalent of 1050 
units of Penicillin. This potency is the highest amongst all preparations 
of this type. 


P. P. F. (DUMEX) is micronised, i. e. the particles are microground 
so that the suspensions flow easily without causing any clogging of the 
injection needle. With P.P.F. (DUMEX) the inconvenient ‘double 
injection” is never necessary. 


In addition to the usual single-dose vials containing 300,000 units 
Procaine Penicillin G and 100,000 units Crystalline Sodium Penicillin G, 
we are pleased to announce the introduction of a 5-dose vial containing 
a total of 2,000,000 units Penicillin per vial, i. e. 1,500,000 Procaine 
Penicillin G and 500,000 Penicillin G Sodium. 


To each single-dose vial 0-9 c.c. diluent should be added and to 
the 5-dose vial 4°5 c.c. of diluent. These amounts have been arrived at 
after thorough investigation and a greater amount of diluent is neither 
necessary nor desirable. If the correct amounts of diluent are added, 
P.P.F. (DUMEX) will never cause clogging of the injection needle. 


[DUMEX 


DUMEX LIMITED 


WAVELL HOUSE, GRAHAM ROAD, BALLARD ESTATE, BOMBAY | 
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DIVERSIONAL THERAPY ... 


Every doctor will agree that the physical recovery of a patient 
is accelerated if the mind is kept occupied and diverted from 
brooding. This is called Diversional Therapy and should not 
be too tiring. Music and radio programmes broadcast through 
amplifiers provide the perfect answer—the mind of the convalescent 
can be occupied for many hours wae excessive concentration. 


Philips Sound Installation 
can be surprisingly inexpen- 
sive—and the amplifiers bid 

absolutely true sound reproduc 
tion at any volume. Ask your 
nearest Philips Dealer for 
full information. 


t PHILIPS ELECTRICAL CO., (INDIA) LTD., 
7, Justice Chandra Madhab Read, Calcutta 20, 


When replying, please mention the Journal of the Indian Medical Association 


August, 1953 xvii 
| 
3 


J. 1. M. A. ADVERTISER 


AN EFFECTIVE DRUG 


for the control and management of 
“ESSENTIAL HYPERTENSION 


(Alkaloid Separated from Rauwolfia Serpentina roots ; Melting Point 235°C) 
The latest contribution of Gluconate Ltd. 
e Effective 


e Dependable 
e Non - toxic 


GLUCONATE LIMITED 


115, PRINSEP STREET, CALCUTTA—13. - 


A CHOLINE and METHIONINE preparation 
reinforced with VITAMIN B, B, B, 
CALCIUM PANTOTHENATE and 
VITAMIN B,,; indicated in Cirrhosis of 
Liver, nutritional anemia, fatty degenera- 
tion of the liver and Vitamin B deficiency. 


Available in 4 oz. and | Ib. packings. 


(CHOLIVIN 


For Quality and Standard 


THE ORIENTAL RESEARCH & CHEMICAL LABORATORY LTD. 
QUMARESH HOUSE, SALKIA, HOWRAH 
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Hypodermoclysis 


4 Pyelography 


Ce 
Hematomata 


Still more uses for Hyalase EGO. 


hyaluronidase 


Sole Distributors in Indio and Burmas 
Martin and Harris Ltd., A product of 
Colcutto, Bombey, Delhi, Madras and Rangoon. 


BENGER LABORATORIES LIMITED HOLMES CHAPEL CHESHIRE ENGLAND 
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The Doctor opened his bag.... 


‘ 


AND A COUPLE 
OF SWEETS 
DROPPED OUT! 


A doctor's time is 
not his own. He has often to 
skip a meal or have « sleepless night. 
He knows that Parie’s sweets are 
rich in Glucose and have Vitamins 
added in good measure. Which is 
why he finds it necessary to enjoy 

Parle’s sweets were recenily analysed @ couple of Parle’s sweets 

by the Hoffmann-La Roche Laboratories 

dated 10-6-"52 : 

Vitamin 0.17 mg. per ounce 

Vitamin - 0,32 mg. per ounce 

Vitamin C * - 6.00 mg. per ounce 


SWEETS © TOFFEES 


ENRICHED WITH VITAMINS 
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Energy 
is a feature of many conditions, but when persisting—in 
the absence of any cause—h may well be attributable 
to a Vitamin B-Complex Deficiency. 


Whenever a Vitamin B deficiency is suspected, the entire 


B-Complex. as provided in ‘Plebex’ Wyeth, should be 
prescribed. 


is available In three forms—Iinjection, Elixir and capsules. 


Wyjeth 


JOHN WYETH & BROTHER LIMITED, LONDON 


Distribucors in india ano Burma: GEOFFREY MANNERS & COMPANY, LIMITED 
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_ GLAXO RELIABILITY 


for the tuberculous patient 


The therapeutic advances of the past few years 

have notably brightened the ultimate prognosis for 

tuberculous patients whose outlook a few years 
ago would have been hopeless. 


The remarkable effectiveness of isoniazid has 
been conclusively proved by several well-con- 
ducted trials. Cases of pulmonary tuberculosis 

treated with Pelazid (brand of isoniazid) 

experience rapid improvement as evidenced 

by gain in weight, return of appetite 


and sense of well-being. Fever, cough 
and expectoration are eliminated or 
markedly reduced within a short time 
of the institution of treatment. 
Pelazid is extremely well tolerated and 
is virtually free from toxic effects. 
Pelazid tablets are given by mouth. 


GLAKO LABORATORIES (INDIA) LTD., BOMBAY - CALCUTTA - MADRAS 


When replying, please mention the Journal of the Indian Medical Association 


| | August, 1953 
\ 
— 
D 


J. 1. M. A, ADVERTISER 


i 


| 


VITAMIN D 


For oral, intramuscular or subcutaneous use. 


The eral product contains: 
0.85%, colloidal calcium oleate 


the treatment of neuro-<irculatory disorders, such 
chilblains, and angioneurotic adema, for allergic con- 
ditions (urticaria, hay fever and asthma) and for control 
ling toxic symptoms resulting from heavy metal therapy. 
PACKINGS. Oral 4 oz., 2 oz., 80 oz. bottles. 
Injection 1 ml., 2 ml. amps. 15 mi., 30 mi. R.C. vials. 


& CROOKES LABORATORIES LIMITED ) 
COURT HOUSE - CARNAC ROAD - BOMBAY 2 


When replying, please mention the Journal of the Indian Medical Association 


August, 1953 xxi 
Rickets 
== 
= 
= Hay Fever 
Asthma 
CALCIUM wii 
0.85%, colloidal calcium oleate 
250 1.U. vitamin D per teaspoonful. LU. chamin D por 
Recommended for the prophylaxis and treatment of 
rickets and osteomalacia; as an adjunct to treatment for 
pulmonary tuberculosis and celiac disease; and the 
control of dental : Has been used successfully in 


J. 1. M. A. ADVERTISER 


DERMO.QUINOL 


For 
SEBORRHOEIC DERMATITIS 
IMPETIGO 
IMPETIGINISED ECZEMA 
ATHLETE'S FOOT 
MONILIASIS 
CHRONIC PERIONYCHIA Etc. 


THALOCID 


Phthalyl Sulphacetamide 


For the treatment of :— 
* Bacillary Dysentery *« Colitis 
* Infantile gastro-enteritis 


* Chronic Amoebic Dysentery 
For clearing up the secondary infections 


* Pre and Post-operative sterilization 
of the Intestines 


* Typhoid and Para-typhoid fevers 
* Cholera (early cases) 
* 


For Further Particulars Please White s0':— 


East India Pharmaceutical Works Ltd., 


CALCUTTA-26. 


When replying. please mention the Journal of the Imdian Medical Association 


August, 1953 


Journal of the 


Indian Medical Association 


Vor. XXII, No. 11 


CALCUTTA 


AucustT, 1953 


ORIGINAL ARTICLES 


ELECTROPHORETIC PATTERN OF 
KALA-AZAR SERUM 


P. C. SEN GUPTA, 
S. S. RAO, 
D. C. LAHIRI 
AND 
B. BHATTACHARYYA 
(From the School of Tropical Medicine, Calcutta 
and the Haffkine Institute, Bombay) 


Kala-azar or visceral leishmaniasis is a disease 
associated with profound changes in the plasma 
proteins. Hypoalbuminemia and hyperglobulinemia 
are the usual changes noted and these are more marked 
in the chronic stages of the disease (Chakravarty et al, 
1949). The euglobuiin fraction is increased and this 
change is held as responsible for the positive reaction 
with Napier’s aldehyde test and Chopra's antimony 
test. The serum changes that are responsible for the 
positive reaction with the aldehyde test, are also related 
in some way to marked anticomplementary nature of 
kala-azar serum; sixteen per cent of aldehyde-positive 
sera was found to be anticomplementary to the extent 
of about 2 MHD or more (Sen Gupta and Adhikari, 
1952), while aldehyde-negative sera from cases of kala- 
azar are rarely anticomplementary. Also false positive 
Wassermann reaction may be obtained in about 10 per 
cent of the cases. A cold precipitable globulin has 
been described in kala-azar serum (Wertheimer ef al, 
1944). 

Most of the studies of the serum changes in kala- 
azar undertaken during the last thirty years utilised 
chemical methods of protein estimation. Electrophoretic 
analysis of kala-azar serum has apparently been made 
in only a very small number of cases. From the avail- 
able literature it appears that Cooper et al (1946) 
studied sera from one active case and one convalescent 
case of kala-azar, and Benhamou et al (1949) published 
the results obtained in two cases. Though both the 
groups of workers recognised the increase of gamma 
globulin that was of slower mobility than normal, there 
is considerable difference in their findings. Recently 
we undertook studying the electrophoretic patterns of 
sera from cases of kala-azar of varying duration of 
illness and showing different reactions with the aldehyde 


and the complement fixation tests. Correlation between 
the electrophoretic pattern and serological characteristics 
of nine samples of sera is discussed in this paper. 


MATERIALS AND METHODS 


The sera was collected with strict aseptic precautions 
from cases of kala-azar in Calcutta and merthiolate was 
used as preservative as an additional precaution to 
prevent bacterial contamination. The sera were sent 
to Bombay where electrophoretic analysis was carried 
out. 

The serum was dialysed against barbiturate buffer 
of pH 8-6 and ionic strength o-1 for one week in the 
cold with about 4 changes of the buffer. After dialysis, 
the serum was diluted with barbiturate buffer to give a 
protein’ concentration of about 2 per cent. Electro- 
phoresis was carried out at 4°C, in the same buffer. 
Exposures of the pattern were taken at o hour, 1 and/ 
or 2 hours, 3 hours and 4 hours intervals. The ascend- 
ing patterns only were photographed. The field strength 
of these electrophoresis experiments was about 4 volts/, 
cm’. 

Comparative electrophoretic patterns of the nine 
samples of sera obtained from kala-azar patients are 
shown in Figs. 1 to 10 (vide Plate). 


The most characteristic feature of all these sera 
was a gross increase of the slower moving gamma 
globulin associated with an equally remarkable decrease 
in the albumin fraction. The normal proportion between 
albumin and gamma globulin, as determined from the 
relative areas of their respective electrophoretic peaks, 
is 55 to rr (Cohn et al, 1944). In kala-azar, the pro- 
portion seemed to be reversed and frequently the pro- 
portion of gamma globulin exceeded five times that of 
albumin. The electrophoretic patterns, however, did 
not indicate the proportion of euglobulin to pseudo- 
globulin in the gamma globulin, 


The gamma globulin of kala-azar patients showed 
a mobility significantly slower than that of normal 
gamma globulin. At pH 8-6 and ionic strength o-1, 
the mobility of normal gamma globulin averaged about 
1-0 volt/cm.*/sec. The gamma globulin of kala-azar, 
however, showed an average mobility of 0-4 volt/cm.*/ 
sec. In this respect, therefore, the kala-azar gamma 


globulin was even slower moving than the gamma-2 
globulin of hyperimmune serum (Deutsch ef al, 1946). 


— 43 — 


JOURNAL 
M. A. 


SEN GUPTA ET AL 


VOL. XXII NO. If 
AUGUST, 1953 


TABLe 1—Snowmnc Resutts or Serotocicat Tests or THE Nine oF SERA DrawN FRom KALA-AzAR PATIENTS 


Case number: 
Patient's initials: 
Aldehyde test: 
Antimony test: 


Complement fixation 
test 


L. D. Bodies: 


SEROLOGICAL CHARACTERISTICS 


Results of aldehyde, antimony, and complement 
fixation tests of the same nine samples of sera are 
shown in Table 1. In the aldehyde-negative cases, the 
diagnosis of kala-azar was also confirmed by demonstra- 
tion of L.D. bodies in the bone marrow (sternum and 
ilium puncture). 

It is, therefore, only the complement fixation test 
which was positive in all the cases. A reference back 
to the electrophoretic patterns of these sera would show 
that increase of gamma globulin over albumin was also 
noticeable in all these cases. It appears that even when 
the complement fixation test alone was positive, an 
increase of slower moving gamma globulin associated 
with decrease of albumin was present. 


DIscUSSION 


On consideration of the results obtained by electro- 
phoretic analysis, increase of gamma globulin appears 
to be the most important abnormality. Increase of 
gamma globulin fraction is seen in several pathological 
conditions, viz., chronic liver disease, multiple myelo- 
matosis (one of the four types of electrophoretic patterns 
seen in this condition), syphilis, tuberculosis, sarcoidosis, 
lupus erythematosus, etc. But in these conditions, it is 
the normal gamma globulin fraction which is increased 
in quantity. It has been reported that serum of rabbits 
hyperimmunized against type 1 pneumococci shows a 
gamma globulin component of slow mobility, the so- 
called gamma-2 globulin of Deutsch et al (loc. cit). 
Cooper et al (loc. cit.), who first reported the presence 
of gamma globulin of slow mobility in both their active 
and convalescent cases of kala-azar, were of the opinion 
that high concentration of this gamma globulin was a 
unique feature in kala-azar. Benhamou e¢ al (loc. cit.) 
also noted the presence of this gamma globulin of slow 
mobility. This slow moving gamma globulin has been 
found in high concentration in all the nine sera tested 
by us; whether this fraction is increased in any other 
tropical disease or nutritional disorder can only be 
determined by further investigations on the subject. 

Benhamou et al reported the presence in the sera 
of their kala-azar cases a protein fraction ‘X’ more 
rapid than the albumin fraction and they were of the 
opinion that the presence of ‘X’ fraction was of the 


greatest value not only in this initial diagnosis of kala- 
azar but in assessing the progress and cure of the 
disease. In none of our nine cases of proved kala-azar 
any component ‘X’ faster than the albumin peak could 
be found by electrophoretic analysis. Cooper et al 
also did not find any component corresponding to the 
fraction ‘X’ of Benhamou et ai in the sera tested by 
them. 


On comparison of the results of the serological 
tests for kala-azar with the corresponding electrophoretic 
patterns, it appears that when the complement fixation 
test alone is positive and other tests negative, slow 
moving gamma globulin is considerably increased. It 
is probable that the antibody involved in the comple- 
ment fixation test for kala-azar is associated chiefly with 
this gamma globulin fraction. However, such an asso- 
ciation could only be shown by performing the comple- 
ment fixation test with separate fractions of kala-azar 
serum. Cooper et al reported that the aldehyde test 
was negative with the separated gamma globulin frac- 
tions and concluded that the abnormal gamma globulin 
could not have been representative of the whole of the 
material responsible for the positive reaction with the 
aldehyde test. 


SUMMARY 


Electropiioretic patterns of nine samples of sera of 
kala-azar patients have been analysed with reference to 
the results of serological tests for the diagnosis of kala- 


azar. The most characteristic feature of these patterns 
was a gross increase in the gamma globulin fraction 
associated with marked decrease in the albumin frac- 
tion. Increase of gamma globulin was considerable in 
all the samples and was evident even in those sera 
which showed only one positive serological test, viz., 
the complement fixation test, while the aldehyde and 
the antimony tests were negative. The gamma globu- 
lin, which was increased in kala-azar, was of the slower 
moving variety, similar to gamma-2-globulin of the 
hyperimmune sera. 
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big. 1—Normal human serum Fig. 2—Case 1 


Fig. 5 Case R. D. 


Fig. 9 —Case 8 (S. B.). 
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ISONICOTINIC ACID HYDRAZIDE 
(ISONIAZID) IN THE TREATMENT 
OF TUBERCULOSIS 


A. G. FLETCHER, Jr., M.v., 
M. PAUL, L.c.P.s. 
AND 
M. P. RANBHISE, m.B.B.s., F.C.P.S., D.T.M., 


Wanless Tuberculosis Sanatorium and Miraj Medical 
Centre, Miraj 


The first clinical reports on the effectiveness of 
isonicotinic acid hydrazide or isoniazid, in the treat- 
ment of tuberculosis were published less than one year 
ago (Clark et al, 1952; Robitzek and Selikoff, 1952; 
Tempel, 1952). Yet to-day these drugs are already in 
wide use around the world. As experience accumu- 
lates, it seems wise to attempt to re-assess the place of 
the isoniazid compounds in the anti-tubercuiosis 
programme. 


From a survey of published data, we may draw 
the following conclusions: (1) Isoniazid possesses anti- 
tuberculosis activity equal to, or perhaps somewhat 
greater than, that of streptomycin (Clark et al, 1952; 
Mount and Ferebee, 1952; Mount and Ferebee, 1953). 
(2) Although mild toxic symptoms do occur, toxicity 
of the drug does not to be a problem at therapeutic 
dosage levels of 3 to 5 mgms. per kilo of body weight 
per day (Robitzek ef al, 1953). (3) Several investiga- 
tions, both in the laboratory and in the clinic, have 
made it clear that the tubercle bacillus is capable of 
developing resistance to isoniazid (Dye et al, 1953; 
Ed. ].A.M.A., 1952; Grace et al, 1952). In some clini- 
cal cases resistant bacilli have been isolated after as 
little as two to four weeks of treatment. This is an ex- 
tremely important finding and will be one of the limit- 
ing factors in the use of these compounds in the treat- 
ment of tuberculosis. 

Since August, 1952, selected cases of tuberculosis 


have been under treatment with isoniazid or iproniazid* 
at the Wanless Tuberculosis Sanatorium and the Miraj 


*A part of the isoniazid (Rimifon) and iproniazid 
(Marsilid) used in this study was kindly supplied by Hoffman 
la Roche, Nutley, New Jersey, U.S.A 
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Medical Centre. A total of 232 patients have been 

treated. The results may be summarized as follows 

(Table 1). 

TABLE 1—SHOWING RESULTS OF TREATMENT OF TUBERCULOSIS 
with Isontazip 


Much Moderately Un- 


Improved Improved improved Worse 


Total 


Lungs 89 73 M4 i 
Bone 4 6 I 
Peritoneum 2 3 = 
Glands 2 2 —_— 
Meninges - _ 2 
Kidney - -~ I 


Pulmonary Tuberculosis: 209 patients in various 
stages of the disease were treated with isoniazid. In 
144 cases, combined treatment with streptomycin or 
PAS, or both, was used, while in 65, isoniazid alone 
was used during the trial period of 2 to 4 months. 
In so far as possible, a uniform dose of 3 mgm. per 
kilogram of body weight per day was used. In all 
cases the usual collapse therapy and surgical measures 
were employed as indicated. No serious toxic reac- 
tions were observed. Hyper-reflexia was noted in two 
cases, constipation in 12, dizziness in 3, difficulty in 
urination in 5, and dryness of the mouth with difficulty 
in expectoration in 3. From the standpoint of results, 
89 patients were considered much improved; 73 were 
moderately improved; 34 showed no definite improve- 
ment; and 13 were worse at the end of the observation 
period. Practically all of the patients exhibited a 
decrease in temperature, improvement in appetite and 
general disappearance of toxicity within 2 or 3 weeks 
after the start of treatment. In most cases this im- 
provement was maintained, but in the 13 cases classi- 
fied as ‘‘worse’’, there was a relapse in 6-8 weeks, with 
return of fever and evidence of progression of the 
disease. X-rays showed some clearing of fresh, exuda- 
tive lesions under treatment, but little change in cavities 
or more chronic lesions, except as modified by collapse 
therapy or surgery. In general, the results’ were 
similar to those we have become accustomed to seeing 
with streptomycin and PAS, except that the effer- 
vescence of fever, increase in appetite and euphoria 
are more pronounced with isoniazid. 

Extra-pulmonary Tuberculosis: 23 patients with 
extra-pulmonary tuberculosis lesions were treated with 
isoniazid or iproniazid, using a Cosage of 3 mgm. per 
kilogram of body weight per day. Streptomycin and 
PAS were withheld during treatment with isoniazid for 
an average period of two months. The only toxic 
symptoms noted were hyper-reflexia in one case and 
a mild psychotic reaction in one case. Of 11 patients 
with tuberculosis of bone, 4 showed much improve- 
ment, 6 were moderately improved and one was not 
improved. Of 5 patients with tuberculous peritonitis, 
2 were very much improved. One of them had a second 
exploratory laparotomy, which showed marked regres 
sion of tuberculous lesions after 6 weeks of treatment! 
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The other three patients have only been treated for 
about a month and are still under observation. Four 
patients had tuberculous cervical lymph nodes with 
draining sinuses. Two of these are greatly improved, 
with rapid healing of the sinuses. Two are still under 
treatment, but are showing some response. Only two 
cases of tuberculous meningitis have been treated. 
Both of these patients had received large doses of 
streptomycin and were more or less stationary. Little 
change was noted after starting isoniazid. One patient 
with advanced tuberculosis of the left kidney and 
bladder showed no improvement after one month of 
treatment, and left the hospital. 


COMMENT 


In general, our results in the treatment of tuber- 
culosis with isoniazid seem comparable to those reported 
by others. It is clear that these compounds possess 
marked antituberculous activity, which seems to be of 
the same order of magnitude as that of streptomycin. 
They definitely are not ‘‘miracle drugs’’ which will be 
sufficient in themselves to solve the problem of the 
treatment of tuberculosis. Yet they are cheap and 
easily administered, as well as being effective, and 
represent an important new weapon in the fight against 
tuberculosis. 


CONCLUSION 


In conclusion, it seems wise to emphasize some 
points about the use of this new weapon, in order that 


its effectiveness may be explcited to the full. 

(1) Isoniazid should not be used as the sole form 
of therapy in treating any given case. Like other anti- 
bacterial agents, it should be used only as an adjunct 
to time-tested measures, such as bed rest, collapse 
therapy and surgery. The timing and duration of 
treatment must be carefully integrated into the overall 
plan of management for the case (American Trudeau 
Society Report, 1952; Carr, 1952; Tempel, 1952). 

(2) Because of the rapid emergence of resistant 
strains of the micro-organisms, isoniazid should not be 
used alone, but in combination with other antibacterial 
agents, such as streptomycin and PAS (Dye e¢ al, 
1953; Editorial, ].4.M.A., 1952; Grace et al, 1952). 
Simultaneous, rather than consecutive, exposure of the 
organisms to several anti-tuberculosis drugs will in- 
crease the effectiveness cf treatment and prevent the 
appearance of resistant strains. 


(3) There should be no relaxation of the anti-tuber- 
culosis programme including public health measures, 
expansion of sanatorium facilities, research and educa- 
tion. Isoniazid will not take the place of any of these, 
but will only serve to enhance their effectiveness (Edi- 
torial, Am. Rev. Tuberc., 1952). 
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VALUE OF STREPTOMYCIN, 
CALCIFEROL AND SULPHONES IN 
CUTANEOUS TUBERCULOSIS 


D. PANJA 
AND 
A. K. BANERJEE 


(Department of Dermatology, School of Tropical 
Medicine, Calcutta) 


Cutaneous tuberculosis is not a very common skin 
disease in India and its incidence is insignificant in 
comparison with that of pulmonary tuberculosis. The 
clinical varieties met with here, are lupus vuigaris, 
tuberculosis verrucosa cutis, scrofulodermia, lupus ulcer 
and tuberculide in order of their incidence. At the Skin 
Diseases Department of the School cf Tropical Medicine, 
Calcutta, in the past 10 years, 773 cases of cutaneous 
tuberculosis have been seen out of a total attendance 
of 1,25,942 cases, i.e., an incidence of about 0-6 per 
cent. Ingram and Anning (1948) found the incidence 
as I per cent from twenty years’ total attendance of 
the Skin Department of the General Infirmary at Leeds. 
The treatment of these tuberculous skin conditicns was 
unsatisfactory till recent years, and consisted of topical 
applications, cod-liver oil orally, parenteral administra- 
tion of gold and tuberculin and of electric therapy. 
Charpy (1943, 1944 and 1946), Dowling and Thomas 
(1946) among others reported good results with calci- 
ferol therapy in cutaneous tuberculosis. We started 
oral calciferol therapy in tuberculous diseases of the 
skin early in 1948, but the experiment had to be inter- 
rupted for some time, because of non-availability of 
the drug in adequate amounts. In the latter part of 
the same year we again started the oral administration 
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of oily solution of calciferol in one group of cases and 
high potency Ostelin tablets in another group of cases 
in doses of 500,000 units per day. We had to stop 
oral calciferol therapy very soon, due to the develop- 
ment of toxic symptoms, especially anorexia, nausea, 
vomiting, headache, thirst and polyuria in many cases. 
Similar toxic symptoms were also observed by Powell 
in 1948. The alcoholic solution of calciferol was not 
tried as it was not available. Hence we decided tc 
administer calciferol parenterally in five to six hun- 
dred thousand units doses, in our cases. Calciferol in 
oil was prepared locally by a local firm and kindly 
supplied for our experiment. 


METHOD OF INVESTIGATION 


The cases were first clinically diagnosed and then 
the diagnosis was corroborated by histopathological 
study of biopsy material, Mantoux’s test and in some 


Taste 1—SHOWING 


CUTANEOUS TUBERCULOSIS 


ANALYSIS OF THE CASES TREATED 
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cases animal inoculation. Thorough examinations of 
the patients were carried out and screening of the lungs 
were also taken to exclude pulmonary infiltration, if 
any, and it was an encouraging finding that no case 
in the series showed any active tuberculous disease of 
the lung. The Wassermann and Kahn tests were done 
in every case in our series and found negative, 


CALCIFEROL THERAPY 

A series of 30 cases of various types of cutaneous 
tuberculosis was treated with calciferol parenterally as 
detailed in Table r. 

We regularly examined the serum calcium, blood 
urea level and sedimentation rate of all the above cases 
throughout the course of the treatment and they were 
within the normal limits with insignificant variations in 
a few cases only. We had no elderly patient in our 
series and the urine of the patients did not show any 


with CALCIFEROL 


Duration 


Duration 
Age in of the Site o of 
No. Sex yrs. Type Dose (1.U.) ment in Result 
in years weeks 
I F 14 Lupus 3 Face and 500,000 1.M. every other 10 Cured 
ulcer neck day for 2 weeks, bi- 
weekly for 4 weeks, 
P weekly for 4 weeks . 
2 M 12 Lupus I Back 500,000 I.M. every other 6 Cured 
vulgaris day for 2 weeks, ~ bi- 
weekly for 4 weeks 
3 M 5 Tuber- 1h Sole of the 250,000 I.M. every other 6 Nearly 
culosis right foot day for 2 weeks, bi- cured 
verru- weekly for 4 weeks 
cosa cutis 
4 M 30 Scrofu- 7 Neck 500,000 I.M. every other 10 Cured 
lodermia day for 2 weeks, bi- 
weekly for 4 weeks, 
weekly for 4 weeks : 
5 F 20 Lupus 8 Left knee 500,000 I.M. every other 10 Partially 
vulgaris day for 2 weeks, at cured 
2 days’ interval for 
3 weeks, weekly for 
5 weeks 
6 F 9 Lupus 2 Right leg 250,000 I.M. every other "I Nearly 
vulgaris day for 2 weeks, at cured 
2 days’ interval for 
3 weeks, weekly for 
6 weeks 
7 F 5 Lupus I Buttocks 250,000 I.M. every other 10 Cured 
vulgaris day for 2 weeks, bi 
eekly fi wer ks 
weekly for 4 weeks 
8 M 19 Lupus 7 Face 500,000 ILM. every other ™! Nearly 
ulcer day for 2 week bi cured 
weekly for 3 veeks, 
weekly for 6 weeks 
9 F 10 Lupus 1/2 Face 250,000 1.M. every other 10 Cured 
vulgaris day for 2 wee bi 
weekly for weeks, 
weekly for 4 eks 
10 M 22 Tuber- 10 Sole and 500,000 I.M. every other 12 Partially 
culosis palm of day for weeks, bi- cured 
verru- right side weekly for 4 weeks, 
cos. cutis weekly for 6 weeks 
1 F 12 Lupus 2 Face 500,000 1. VI. every other 10 Cured 
vulgaris day for weeks, bi- 
weekly for 4 weeks, 
weekly for 4 weeks 


VOL. XXII NO. II 


PANJA AND BANERJEE AUGUST, 1953 


Taste 1 (contd.) 
Site of of treat- 
lesion Dose (1.U.) ment in 

weeks 


250,000 I.M. every other 10 
day for 2 weeks, bi- 
weekly for 4 weeks, 
weekly for 4 weeks. 

Sole of 250,000 I.M. every other 
left foot day for 2 weeks, bi- 
weekly for 4 weeks, 
cosa cutis weekly for 6 weeks 
Lupus Right 500,000 I.M. every other 
vulgaris knee day for 2 weeks, bi- 
weekly for 5 weeks, 
weekly for 5 weeks 
Lupus Nose and 500,000 I.M. every other 
ulcer upper lip day for 2 weeks, bi- 
weekly for 2 weeks, 
weekly for 5 weeks 
Lupus Nose 500,000 I.M. every other 
vulgaris day for 2 weeks, bi- 
weekly for 2 weeks, 
weekly for 4 weeks. 
Scrofulo- : 500,000 I.M. every other 
dermia day for 2 weeks, bi- 
weekly for 5 weeks, 
weekly for 5 weeks 
Lupus 250,000 I.M. every other 
ulcer day for 2 weeks, bi- 
weekly for 4 weeks, 
weekly for 4 weeks. 
Lupus Face and 500,000 I.M. every other 
ulcer neck day for 3 weeks, at 
2 days’ interval for 
6 weeks 
Scrofulo- Neck 500,000 I.M. every other 
dermia day for 3 weeks, at 
2 days’ interval for 
8 weeks 
Lupus Left 500,000 I.M. every other 
vulgaris knee day for 2 weeks, bi- 
weekly for 5 weeks, 
weekly for 3 weeks 
Lupus Buttock 250,000 I.M. bi-weekly 
vulgaris for 4 weeks, weekly 
for 4 weeks 
Lupus Toe of 500,000 I.M. every other 
ulcer right foot day for 3 weeks, bi- 
weekly for 4 weeks, 
weekly for 3 weeks 
Tuber- Sole of 250,000 I.M. every other 
culosis left foot day for 2 weeks, bi- 
weekly for 4 weeks, 
weekly for 4 weeks 
Right 250,000 I.M. every other 
vulgaris forearm day for 2 weeks, at 
2 days’ interval for 
3 weeks, weekly for 
4 weeks 
Lupus Buttock 250,000 I.M. every other 
vulgaris day for 2 weeks, bi- 
weekly for 4 weeks, 
weekly for 3 weeks 
250,000 I.M. every other 
day for 2 weeks, bi- 
weekly for 4 weeks, 
weekly for 4 weeks 
Lupus ‘ Face and 500,000 I.M. every other 
ulcer neck day for 2 weeks, bi- 
weekly for 4 weeks, 
weekly for 6 weeks 
Tuber- Toe of 500,000 I.M. every other 
culosis left foot day for 2 weeks, bi- 
verru- weekly for 3 weeks, 
cosa cutis weekly for 5 weeks 
day for 1} week, bi- 
Lupus Right 250,000 I.M. every other 
vulgaris thigh weekly for 3 weeks, 
weekly for 4 weeks 


Lupus 
vulgaris 


Partially 
cured 
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JOURNAL 
: Age in of the 
No. Sex yrs. Type disease ult 
15 F 16 — 
16 F 10 Cured 
18 F 10 Cured 
19 F 18 Cured 
20 M 23 yo 
21 F 13 Cured 
Nearly 
22 M 5 
23 M 28 Cured 
Partially 
24 F 8 
25 F 6 Cured 
27 F Cured 
28 F 16 Cured 
30 F 4 Cured 


JOURNAL 


abnormality on repeated examinations. The normal 
diet of the patients was supplemented with extra fats 
and carbohydrates and salt intake was restricted. 


The effect of calciferol therapy was not rapid; any 
improvement that was seen appeared only after several 
weeks. Most striking was the relatively rapid regres- 
sion of the ulcerative and fungoid lesions, plain forms 
responded more slowly. In some cases the process of 
healing was arrested after some degree of regression of 
the lesions, and the individual nodules remained resist- 
ant to any further calciferol therapy. In our above 
series cure was obtained in 50 per cent of cases and 


TABLS 2—SHOWING ANALYSIS OF 


THE 


Duration 


, - Age in of the Site of 
No. o—~ yrs. Type disease lesion 
im years 


I F 7 Lupus rr 6 Face and 
vulgaris neck, but 
tock, left 
knee, sole 
of the 
left foot 
2 M 6 Lupus 2 Buttock 
vulgaris 
3 F 10 Lupus 3 Right 
vulgaris knee 
4 M 28 Lupus 10 Thigh, leg, 
vulgaris sole of 
left foot 
5 M 45 Tuber 15 Sole of 
culosis the right 
verru- foot 
cosa cutis 
6 F 4 Lupus I Buttock 
vulgaris 
P 7 F 8 Lupus 2 Face 
vulgaris 
8 F 18 Lupus 5 Face 
vulgaris 
9 M 40 Tuber- 12 Toe and 
culosis knee of 
verru- right side 
cosa cutis 
10 F 13 Lupus 34 Nose and 
ulcer upper lip 
Ir F 1 Lupus 7 Right 
vulgaris elbow 
12 M 17 Scrofulo- 
dermia 12 Neck 


Duration 

Age in of the Site of 

No. Sex vrs. Type disease lesion 
in years 


Face 


Lupus 1} 

vulgaris 
2 F 8 Lupus 2 Left knee 
vulgaris 


Tuber- Sole of 
culosis left foot 
verru- 
cosa cutis 

4 F 7 Lupus 2 Face 

ulcer 
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the rest of the cases were treated later with streptomycin 
and sulphone drugs with success. 


STREPTOMYCIN THERAPY 

A group of 12 cases of various types of cutaneous 
tuberculosis was treated with streptomycin. The doses 
used were 0°25 gm. for children and 0-5 gm. for adults 
intramuscularly every 12 hours. There were no toxic 
symptoms or painful reaction as experienced by Oleary 
et al (1947) and Mackenna and Russel (1949) who had 
used higher daily dosage. The results are summarised 
in Table 2. 


Cases TREATED WITH STREPTOMYCIN 


Duration 
of treat- 
Dose ment om Result 
days 
25 gm. ILM. every 30 Cured 
12 hourly 


0-25 gm. I.M. every 25 Cured 
12 hourly 

o-25 gm. IM. every 27 Cured 
12 hourly 

o5 gm ILM. every 45 Nearly 
12 hourly cured 

o5 gm every 45 Nearly 
12 hourly cured 

o-25 gm. I.M. every 23 Cured 
12 hourly 

o-25 gm. IM. every 25 Cured 
12 hourly 

os gm I.M. every 45 Cured 
12 hourly 

o-5 gm I.M. every 45 Nearly 
12 hourly cured 

o-5 gm IM. every 27 Nearly 
12 hourly cured 

o-25 gm. IM. every 27 Nearly 
12 hourly cured 

gm IM. every 40 Cured 


12 hourly 


TABLE 3—SHOWING ANALYSIS OF THE CASES TREATED WITH DtamMiIno-Dirneny.-SULPHONE 


Duration 
of treat 
ment in Result 
days 


Dose 


1-0 gm. daily 65 No improvement 


1-0 gm. daily 70 No improvement 


daily Partial 
improvement 
1-0 gm. daily 60 Partial 


improvement 


ee 
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TaBLe 3 (contd.) 


Duration Duration 


Age in 
yrs. Type 


30 Lupus 
vulgaris 
20 


15 


culosis 
verru- 
cosa cutis 
Lupus 
vulgaris 
Lupus 
ulcer 
Lupus 
vulgaris 
Lupus 
vulgaris 
Tuber- 
culosis 
verru- 
cosa cutis 
Lupus 
vulgaris 
Scrofulo- 
dermia 


Lupus 
vulgaris 


Lupus 
vulgaris 

Tuber- 
culosis 
verru- 
cosa cutis 

Lupus 
vulgaris 


cosa cutis 
Lupus 
vulgaris 
Lupus 
vulgaris 
Lupus 
vulgaris 


of the 
disease 


in years 


5 


6 


3 


Buttocks 


Face 


Sole of 
right foot 


Toes of 
left foot 


Left thigh 


Face and 
neck 
Buttock 


Right knee 
and leg 
Palm of 
right hand 


Right leg 
Neck 


Right arm 
and fore- 
arm 

Perineum 


Palm of 
left hand 


Face 

Neck 

Nose and 
upper lip 


Sole of 
left foot 


Right 
thigh 
Left leg 


Face 


2: 


2° 


2° 


daily 


. daily 


. daily 


No improvement 
Partial 
improvement 


Partial 
improvement 


Partial 
improvement 
No improvement 
Partial 
improvement 
No improvement 
No improvement 
Partial 
improvement 
No improvement 


Partial 
improvement 


No improvement 


No improvement 
Partial 
improvement 
No improvement 
Partial 
improvement 
No improvement 
Partial 
improvement 
No improvement 
No improvement 


No improvement 


Seven cases were completely cured as evidenced 
by histopathological examination after the treatment. 
The remaining five cases though nearly cured with a 
few tiny nodules here and there still remaining did not 
respond further to streptomycin therapy and the rest 
of the treatment was completed with calciferol injections 
alone with good results in a short time. 


SULPHONE THERAPY 
Oleary et al (1947) treated 8 cases of cutaneous 
tuberculosis with promizole, the results were not very 
encouraging. We used a locally made sulphone com- 


pound, Novophone (diamino-diphenyl-sulphone) which 
was administered orally in 2 gm. and 1 gm. doses in 
adults and children respectively per day. Haemoglobin 
estimation and total erythrocyte counts were done at 
intervals to check the development of toxic symptoms 
and iron was administered simultaneously with Novo- 
phone, in order to prevent anemia. There were no 
toxic symptoms in our series. Table 3 shows the result 
of treatment in 25 cases. 

No case was cured completely except some resolu- 
tion of ulcerative and nodular process though the 
treatment was continued for 60 to 90 days. 


i. M. A. 
Site of of treat- 
weeks 
5 mo gm. daily 80 
6 F mo gm. daily 72 
ulcer 
7 F Tuber- | mo gm. daily 65 
culosis 
verru- 
cosa cutis 
8 M 13 Tuber- 1} | 1-5 gm. daily 67 
9 M 6 2 | i-o daily 62 
10 F 5 4 S| 1-0 daily 60 
ir F 3 2 1-0 daily 50 
12 M 6 I 1-0 daily 45 
- 13 F 10 I 1-0 daily 58 
14 F 8 2/3 | 1-0 daily 60 
16 F 18 3 2:0 daily 68 
17 M 32 4 2-0 daily 78 
18 F 6 1} | | 1-0 daily 58 
19 F 14 r/2 2-0 daily 60 
20 M 23 Scrofulo- 5 2-0 daily 75 
dermia 
ar F 18 Lupus 3h 2-0 daily 65 
vulgaris 
22 F 8 Tuber- I 1-0 daily 60 
culosis | | 
verru- 
23 F 5 2 1-o gm. 60 
24 M 12 1 5 gn 63 
25 F 7 27/3 64 
440 
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Dharmendra (1950) observed that the clinical 
improvement in leprosy by sulphone drugs includes the 
healing of chronic leprous ulcers, leprous condition of 
the eye, nose and throat, subsidence of nodules and 
thick infiltrated patches. The bacteriological improve- 
ment is no doubt slow and it takes a long time (on the 
average 3 to 4 years) to make a patient bacteriologically 
negative. Chatterjee (1950) found that sulphones have 


regressive action on granulomatous lesions besides their 
action on the leprosy bacilli and in lepromatous cases 


TABLE 4—-SHOWING ANALYSIS OF THE CASES 


Duration 
of the 
disease 
im years 


Age in 


yrs. Type 


CUTANEOUS TUBERCULOSIS 


Site of 
lesion 
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the skin lesions subside long before any bacteriological 
change is noticeable. In our cases the sulphone drug 
produced some clinical improvement in a short period. 
It may, however, be possible that better results may 
follow if the drug be administered for very prolonged 
periods. 

According to our previous experience we started 
the combined therapy in 3 groups of cases. We adopted 
combinations of calcifero], streptomycin and sulphones 
as detailed in Tables 4, 5 and 6. 

TREATED WITH STREPTOMYCIN AND CALCIFEROL 


Duration 

of treat- 

ment im 
days 


Lupus 
vulgaris 


Lupus 
vulgaris 


Lupus 
vulgaris 


Toe of the 
left foot 


Nose and 
upper lip 


Palm of 
right hand 


Lupus 
vulgaris 


side 


Right knee 


Buttock 
and thigh 
of right 


Streptomycin 0-25 gm. 
1.M. 12 hourly 
Calciferol 250,000 LU. 
every other day for 2 
weeks and then at 
2 days’ interval for 
2 weeks 


27 


Streptomycin 0-25 gm. 
1.M. 12 hourly 

Calciferol 250,000 I.U. 
every other day for 2 
weeks and then at 
2 days’ interval for 
another 2 weeks 


Streptomycin 0-25 gm. 
I.M. 12 hourly 
Calciferol 250,000 LU. 
every other day for 2 
weeks and then at 
2 days’ interval for 
3 weeks 


Streptomycin 0-25 gm. 
1.M. 12 hourly 
Calciferol 250,000 
every other day for 2 
weeks and then at 
2 days’ interval for 
3 weeks 


Streptomycin 
IM 
days 

Calciferol 250,000 
every other day 
4 weeks 


o-5 gm 
12 hourly for 27 


LU 
for 


Streptomycin 0-25 gm 
IM 12 hourly for 
21 days 

Calciferol 250.000 LU, 
every other day for 2 
weeks and then at 2 
days’ interval for 4 
weeks 
Streptomycin 
1.M 12 
36 days 
Calciferol 
every 


hourly for 


300,000 LU 
her day for 2 
weeks it 2 days’ in- 
terval for 2 weeks 
Weekly injection 
4 weeks 


for 


4 M 6 Tuber- I F | 35 Cured 
culosis 
verru- 
J cosa cutis 
5 F 18 Lupus 5 a 42 Cured 
ulcer 
6 M 12 Tuber- 3 pe 42 Cured 
culosis 
verru- 
cosa cutis 
7 M 35 a 15 P| 56 Cured 
441 — 
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Taste 4 (contd.) 
Duration Duration 
of the Site of of treat- 
disease lesion ment in 
im years days 


1/2 Streptomycin 0-25 gm. 

I.M. 12 hourly for 
18 days 
Calciferol 250,000 I.U. 
on alternate days for 
1 week, bi-weekly for 
3 weeks 

Scrofulo- Streptomycin 0-5 gm. 

dermia I.M. 12 hourly for 
4 weeks 
Calciferol 500,000 1.U. 
on alternate days for 
2 weeks. Bi-weekly for 
4 weeks 

Lupus Right breast Streptomycin 0-5 gm. ‘ Cured 

vulgaris LM. 12 hourly for 
3 weeks 
Calciferol 500,000 1.U. 
on alternate days for 
2 weeks, at 2 days’ 
interval for 2 weeks, 
bi-weekly for 4 weeks 


TREATED WITH CALCIFEROL AND D1tamino-D1pHENYL-SULPHONE 


TABLE 5.—SHOWING ANALYSIS OF THE CASES 


— = — = 
Duration Duration 
of the Site of of treat- 
disease lesion ment in Result 


in years days 


1/2 Face Calciferol 250,000 I.U. 56 Cured 
every other day for 
2 weeks, bi-weekly for 
2 weeks, weekly for 
4 weeks 
D.D.S. 1t-o gm. daily 
Right leg Calciferol 250,000 LU. Partially 
every other day for cured 
2 weeks, bi-weekly for 
4 weeks, weekly for 
4 weeks 
D.D.S. 1-0 gm. daily 
Tuber- ‘ Toe of Calciferol 500,000 I.U. Partially 
culosis right foot every other day for cured 
verru- 3 weeks, at 2 days’ 
cosa cutis interval for 4 weeks, 
weekly for 6 weeks 
D.D.S. 2-0 gm. daily 
Lupus Calciferdl 250,000 I.U. Cured 
ulcer every other day for 
4 weeks, at 2 days’ 
interval for 4 weeks, 
weekly for 4 weeks 
D.D.S. 1-0 gm. daily 
Lupus Calciferol 500,000 I.U. Cured 
vulgaris every other day for 
2 weeks, at 2 days’ 
interval for 6 weeks, 
weekly for 3 weeks 
D.D.S. 2-0 gm. daily 
Lupus Right thigh Calciferol 500,000 1.U. 
vulgaris every other day for 
3 weeks, at 2 days’ 
interval for 6 weeks, 
weekly for 4 weeks 
D.D.S. 2-0 gm. daily 


Lupus 
vulgaris 


Lupus 
vulgaris 


A. 
Age in 
yrs. Type Result 
8 F 5 
9 M 13 
10 F 17 7 
: 
I M 8 
2 F 10 
3 M 4 
4 F 5 
5 F 12 
6 M 18 
— 42 — 
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No. 


M 


M 


M 


Type 


Tuber- 
culosis 
verru- 
cosa cutis 


Lupus 
vulgaris 


Lupus 
vulgaris 


Tuber- 
culosis 
verru- 
cosa cutis 


Scrofulo 
dermia 


Lupus 
ulcer 


Lupus 
vulgaris 


Lupus 
vulgaris 


Tuber- 
culosis 
verru- 
cosa cutis 


Lupus 


vulgaris 


Lupus 
vulgaris 


CUTANEOUS TUBERCULOSIS 


Duration 
of the 
disease 
im years 


Site of 
lesion 


Sole of 


left foot 


Left knee 
and but- 
tock 


Right leg 


Sole of 
left foot 


Neck 


Face 


Right thigh 


Nose and 
upper lip 


Thumb of 
right hand 


Face 


Buttock 


TaBLe 5 (contd.) 


Dose 


Calciferol 250,000 L.U. 
every other day for 
2 weeks, bi-weekly for 
5 weeks, weekly for 
4 weeks 

D.D.S. 1-0 gm. daily 
Calciferol 250,000 I1.U. 
every other day for 
2 weeks, at 2 days’ 
interval for 6 weeks, 
weekly for 3 weeks 
D.D.S. 1-0 gm. daily 
Calciferol 250,000 LU 
every other day for 
2 weeks, at 2 days’ 
interval for 5 weeks, 
weekly for 4 weeks 
D.D.S. gm. daily 
Calciferol 500,000 1.U 
every other day for 
2 weeks, at 2 days’ 
interval for 6 weeks, 
weekly for 4 weeks 
D.D.S. 2-0 gm. daily 
Calciferol 500,000 1.U 
every other day for 
2 weeks, at 2 days’ 
interval for 8 weeks 
D.D.S. 2-0 gm. daily 


Calciferol 500,000 1.U 
every other day for 
2 weeks, at 2 days’ 
interval for 7 weeks, 
weekly for 3 weeks 

D.D.S. 2-0 gm. daily 
Calciferol 250,000 I1.U 
every other day for 
3 weeks, at 2 days’ 
interval for 6 weeks, 
weekly for 4 weeks 

D.D.S. 1t-o gm. daily 
Calciferol 500,000 1.U 
every other day for 
3 weeks, at 2 days’ 
interval for 4 weeks, 
weekly for 4 weeks 

D.D.S. 2-0 gm. daily 


Calciferol 250,000 I.U 
every other day for 
3 weeks, bi-weekly for 
4 weeks, weekly for 
4 weeks 

D.D.S. 1-0 gm. daily 


Calciferol 500,000 1.U 
every other day for 
2 weeks, at 2 days’ 
interval for 4 weeks, 
weekly for 4 weeks 

D.D.S. 2-0 gem. daily 


Calciferol 250,000 1.U 
every ther day for 
2 weeks, bi-weekly for 
4 weeks, weekly for 
4 weeks 

D.D.S. 1-0 gm. daily 


Duration 
of treat- 
ment in 

days 


77 


77 


84 


84 


gt 


77 


7° 


70 
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Cured 


Cured 


Partially 
cured 


Partially 
cured 


Cured 


Cured 


Cured 


Partially 
cured 


Cured 


Cured 


|| 
Ss Age in 
yrs | Result 
7 F 
9 3 Partially 
cured 
8 F 
_ | 
9 F 5 
= | 12 2 
= 
1 17 - 
- 
12 F 15 
13 F 6 
14 F 16 24 
15 M 7 14 | 
16 F 13 I | 
17 4 1/2 
- 4 
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TaBLe 6—SHOWING ANALYSIS OF THE CASES TREATED WITH STREPTOMYCIN AND D1aMino-DIPHENYL-SULPHONE 


Right leg 


Toe of 


left foot I.} 


Palm of 
right hand 


Duration 
of treat- 
ment in 

days 


Dose Result 


Streptomycin 0-25 gm. 
1.M. 12 hourly 
D.D.S. 1-0 gm. daily 


25 


Streptomycin 0-25 gm. 
I.M. 12 hourly 
D.D.S, 1-0 gm. daily 


Streptomycin 0-5 gm. 
I.M. 12 hourly 
D.D.S. 2-0 gm. daily 


Streptomycin 0-5 gm. 
M. 12 hourly 


D.D.S. 2-0 gm. daily 


Streptomycin 0-5 gm. 
I.M. 12 hourly 
D.D.S. 2-0 gm. daily 


Streptomycin 0-5 gm. 
I.M. 12 hourly 
D.D.S. 2-0 gm. daily 


Streptomycin 0-25 gm. 
I.M. 12 hourly 
D.D.S. 1-o gm. daily 


Streptomycin 0-5 gm. 
I.M. 12 hourly 
D.D.S. 2-0 gm. daily 


Ten cases were treated with Streptomycin and 
Calciferol (Table 4) and the result was uniformly suc- 
cessful in a shorter period. 

Seventeen cases were treated with Calciferol and 
Diamino-Diphenyl Sulphone (Table 5) and the result 
was IO cases cured and 7 cases partially improved. 
The results were possibly slightly better than with 
calciferol alone. 

A group of eight cases were treated with Strepto- 
mycin and Diamino-Diphenyl Sulphone (Table 6) and 
all the patients were cured. So the combined treat- 
ment in this series was also uniformly successful. 


CONCLUSION 


Streptomycin seemed to be the best drug for treat- 
ment of cutaneous tuberculosis and the therapeutic 
effect was definitely enhanced by the combination either 
with calciferol or with sulphcne drugs. Individually, 
calciferol was inferior to streptomycin, and the  sul- 
phone, D.D.S., was even less effective. 
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Duration 
Age in of the Site of 
Mo. Sex yrs. Type disease lesion 
in years 
cer 
vu 
ulcer 
5 F 16 Tuber- 2 p 36 Cured 
culosis 
verru- 
cosa cutis 
ermia 
7 F Lupus 1/2 Buttock 30 Cured 
vulgaris 
8 F 16 Lupus 2 Face 35 Cured 
vulgaris 
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PERSONAL OBSERVATIONS ON THE 
EVOLUTION OF AN ATTACK OF 
CORONARY THROMBOSIS* 


RUSTOM JAL VAKIL, .p. (Lonp.), M.R.c.P. (LOND.) 


(From the Cardiological Department, 
King Edward Memorial Hospital, Bombay) 


CORONARY THROMBOSIS 

Since the original clinical description of coronary 
thrombosis by Obrastzow and Straschesko (1910) in 
Russia and by Herrick (1912) in the United States of 
America, several thousand papers have been pub- 
lished, in the medical literature of the world, on the 
subject of coronary thrombosis. By now, the medical 
profession is thoroughly acquainted with the so-called 
clinical picture of the acute episode of the coronary 
thrombosis attack. 

With the features of pain, dyspneea, 
restlessness, shock, fever and leucocytosis, the average 
clinician is so familiar, that I see no point in going 
over them once again. In this paper a few of the 
lesser known aspects of the natural history or evolution 
of a coronary thrombosis attack are dealt with under 
the following heads: 

1. The predisposing factors. 

2. The so-called ‘trigger mechanisms’ or patho- 
genesis. 

3. The ‘prodromal phase’ and precursory mani- 
festations. 

4. The modes of onset of coronary attacks. 
of the 


sweating, 


5. Various clinical forms or ‘‘guises’’ 
coronary attack. 


6. The course of the disease. 


PATHOGENESIS OR PRECIPITATING FACTORS OR 
‘TRIGGER MECHANISMS’ 


Although in many cases of coronary thrombosis, 
the attack or episode arises insidiously and without any 
recognisable precipitating factor or cause, there are 
many cases (in my experience, about 45 per cent of 
all cases) where a definite ‘trigger-mechanism’ to the 
attack can be elicited, the percentage of such ‘positives’ 
increasing with the experience and diligence of the 
physician in charge. 

On the basis of personal experience of the disease, 
I can now enumerate the causal factors or precipitating 
factors concerned in the genesis of a coronary throm- 
bosis attack, viz., 

1. Excessive fatigue (‘after an exhausting day’). 

2. After some violent physical effort (such as 
climbing of too many staircases or going uphill or after 
the lifting or shifting of a heavy object). 


. *A paper read at the Annual Conference of the Cardiole 
gical Society of India, Hyderabad, 1952 


3. After dietetic indiscretion. This was a com- 
mon enough factor in the pre-rationing days when food 
was served abundantly, especially on festive occasions. 

4. After excessive purgation. One more than six 
occasions, in my own series of cases, the acute attack 
was clearly related to an overdose of saline purgatives, 

5. After non-penetrating chest injuries. The 
precipitation of a coronary attack by a blow or non 
penetrating injury to the chest-wall has been both 
accepted and vehemently denied from time to time by 
members of the medical and legal professions. There 
no doubt whatsoever, in my own mind, that in 
occasional cases of coronary thrombosis, a causal rela- 
tionship to some trauma or other can be clearly estab- 
lished. Such a case of post-traumatic coronary throm- 
bosis with bundle branch block was recently reported 
in the British Medical Journal. 

6. After a mental shock or severe emotional dis- 
turbance. Cases of coronary thrombosis are occa- 
sionally witnessed, where the actual attack arises within 
a few minutes or hours of some severe psychological 
trauma, such as the sudden demise of a close relative 
or friend, or after a sudden frustration or great finan- 
cial loss. Recently, a lady patient of mine, stunned 
by the sudden demise of her husband from pulmonary 
cedema (of coronary origin), herself succumbed, within 
a few hours, to an attack of acute coronary thrombosis. 


7. After or during acute or chronic or debilitating 
illnesses of varied extiology. Have we not all wit- 
nessed, at some time or other, cases of thrombosis 
arising in the midst of or more often, after attacks of 
typhoid, lobar pneumonia, influenza, etc.? It is pos- 
sible that in such cases, the recumbent posture and fall 
of blood pressure are contributory to the development 
of thrombotic occlusion. 

I would like to stress, from my own experience, 
the great role of influenza and virus infections of the 
respiratory tract in the initiation of coronary attacks 
in the elderly. The attack may start during convales- 
cence, when the temperature and blood pressure levels 
attain low lovels. 

8. After dreams or nightmares. Circulatory dis- 
turbances and especially, tachycardia and hypertensive 
spells are common after frightening dreams, Occa- 
sionally, the attack of coronary occlusion (and espe- 
cially the variety accompanied by acute pulmonary 
cedema) can be traced definitely to such a cause. 


9. After coitus or sexual excitement. Such a 
relationship of the coronary attack to a precedent 
sexual act or excitement is difficult to trace in most 


cases in view of the natural reticence of patients on 
In spite of this, several of my coronary 

on their own, traced their anginal 
even coronary occlusion attacks to this 


this matter. 
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penicillin, diaphoretics, thyroid gland extracts and 
aureomycin. It is quite possible that on occasions, the 
indiscriminate or excessive administration of nitrites for 
anginal pains might have initiated or increased a 
tendency to clot formation. Recently, an attack of 
coronary occlusion was witnessed in a hypertensive 
patient, soon after the parenteral administration of 
vegolysen or tetra-ethyl ammonium bromide. The 
sudden antipyretic and diaphoretic actions of aspirin, 
phenacetin and other diaphoretics and antipyretic agents 
have been at times responsible for attacks of acute 
coronary occlusion. Within the past few months, 
I have had the occasion to witness three distinct attacks 
of acute coronary occlusion arising during the adminis- 
tration of aureomycin orally; in one of these cases, the 
capsules had been admimistered to a robust young man 
for a simple nasa] catarrh. 


11. After surgical operations. In the series of 
cases of coronary thrombosis, observed by Master, 
Jaffe and Dack (1937), as many as 4-1 per cent of the 
cases, bore a definite relationship to some surgical 
operation or the other; the incidence was relatively 
higher in the elderly group. Since in post-operative 
cases of coronary occlusion, the element of pain may 
be minimal or even absent, the question of correct 
diagnosis becomes more difficult (Boas, 1942). The 
incidence of post-operative thrombosis is likely to be 
higher with major abdominal and thoracic operations, 
especially in elderly subjects and more so in those 
undergoing much surgical handling or shock or loss of 
blood. 


12. After anesthesia, general or local. A coro- 
nary attack may be precipitated by preoperative 
anesthesia either general, local or spinal. From this 
point of view, the form of anzsthesia most likely to 
induce a coronary attack is spinal, where the fall of 
blood pressure is most acute. One of my fatal cases 
of coronary thrombosis was directly attributable to 
spinal anesthesia. Local anesthesia for dental ex- 
tractions and operations in coronary subjects should be 
employed with care; it is a wise precaution in such 
cases to favour plain sevicaine or novocaine rather than 
adrenalin combinations of the same. 
stool’, ene- 


13. After ‘defecation’, ‘straining at 
serious set- 


mata and bowel washes. Fatalities and 
backs, in cases of coronary thrombosis, have been 
observed on occasions, after these factors. In the case 
of an apparently healthy friend of mine, a fatal attack 
of occlusion was precipitated by the administration of 
a bowel wash. 


14. After severe colds and chills. A trivial com- 
mon cold or ‘chill’ on the chest, in an elderly subject, 
may initiate a coronary attack. 


15. After allergic reactions and anaphylaxes. In 
a Swedish lady patient of mine, a coronary occlusion 
attack followed on the heels of a severe anaphylactic 
reaction to the parenteral administration of liver ex- 
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tract. Recently, cases have been reported after allergic 
reactions to penicillin therapy. 

16. After hypoglycemic shocks or reactions. 
Besides dyspnoea and anginal episodes, hypoglycemic 
attacks may set off full blown attacks of coronary 
thrombosis. This has been the experience of numerous 
observers. I have, personally, observed at least four 
cases of coronary thrombosis, where the primary attack 
has coincided with symptoms of hypoglycemia secon- 
dary to insulin overdosage. I have, so far, not ob- 
served coronary thrombosis arising during spells of 
spontaneous hypoglycemia. 

17. As the result of syncopal attacks. Common 
fainting attacks of yasovagal type and postural faints 
in the elderly have been known to precipitate coronary 
attacks at times. The precipitating factor is probably 
the sudden drop of blood pressure in such cases. 

18. At the inception of ectopic rhythms or cardiac 
arrhythmias. For example, during attacks of paroxys- 
mal tachycardia especially of ventricular type and 
during phases of heart block, auricular flutter, auricular 
fibrillation or even during phases of sinus standstill. 

In view of the fact, that quite an appreciable per- 
centage of coronary attacks are secondary to some 
pathogenetic factor or other, it is possible to avert 
acute attacks in many coronary sclerosis and angina 
pectoris cases by the prevention or circumvention of 
these factors. 


PRODROMAL PHASE, PRODROMATA, PRECURSOR STATE 
OR THE ‘PRE-THOMBOTIC SYNDROME’ 


In a fair percentage of cases of coronary thrombosis 
(about 40 per cent in my experience) a few hours, days 
or weeks prior to the actual attack, there are symptoms 
or signs suggestive of an impending attack. Unfor- 
tunately, due to lack of knowledge of such prodromal 
symptoms on the part of the attending doctor, no 
significance is usually attached to this syndrome, that 
is until the patient develops his attack proper. It is 
my firm conviction based on personal experience that 
in the near future, it will be possible by early recogni- 
tion of this pre-thrombotic syndrome and by the prompt 
institution of suitable therapy, to avert or deter attacks 
of impending thrombosis, in many cases. 


Although, these early symptoms are referred to in 
the literature, as ‘precursor symptoms’ or ‘prodro- 
mata’, I have suggested in the past (Vakil, 1951) 
the designation of ‘prethrombotic syndrome’, as being 
more suitable. 

The pre-thrombotic syndrome may manifest itself 
in any one of the following ways (Vakil, 1951): 

1. As ‘atypical’, or persistent angina pectoris; 
this is, by far, the commonest mode of onset. In the 
event of an otherwise typical anginal or coronary 
patient developing anomalous symptoms like angina at 
rest (‘angina de decubitus’ of Vaquez) or repeated 
attacks of angina or a pain that is unusual in duration, 
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intensity, character or radiation, the possibility of an 
impending coronary attack should be seriously enter- 
tained. 

2. Gastrointestinal symptoms, like epigastric dis- 
comfort, post-prandial abdominal pains, 
aerophagy and vomiting, 


eructations, 
may dominate the picture. 


3. Lassitude or asthenia of unexplained origin. 
4. Frequent extrasystoles or missed beats. 


5. Formication, tingling or numbness of one or 
more extremities. 


6. The so-called algies imsignificantes of the 
French, viz., dull precordial aches after emotion, 
smoking or fatigue. 

The exact pathogenetic factor or cause of the 


syndrome has not as yet, been clearly elucidated. From 
a study of my own cases, I am inclined to favour the 
following three mechanisms, in order of importance, 
viz., 

1. A persistent coronary spasm or ‘chronic coro- 
nary’ insufficiency, lasting for hours or days. The 
condition appears to be somewhere midway between 
an anginal spasm and a coronary occlusion attack. 

2. A subendocardial or localised or intramural 
infarct, later becoming more extensive or transmural. 


3. A subintimal hemorrhage in the wall of a coro- 
nary artery or its branch. 

From a study of over fifty cases of the prethrom- 
botic syndrome, I am able to present in order of 
importance, the electrocardiographic patterns encoun- 
tered at this stage of the disease, viz. : 

1. The classical pattern of ‘relative coronary in- 
sufficiency’ or ‘myocardial anoxemia’, with depression 
of S-T segments in most leads but with elevation in 
lead aVR. This pattern which was noted in well over 
half of my cases, suggests either a persistent coronary 
spasm or a subendocardial infarct. 

2. A ‘coronary-occlusion-like’ pattern, with cha- 
racteristic ‘doming’ and elevation of S-T segments and 
inversion of T waves. It is interesting to observe, in 
such cases, a typical electrocardiographic picture of 
coronary occlusion, disappear completely within a 
period of a few days or even hours, much to the sur- 
prise and delight of the attending physician. 


3. In a much smaller group of cases, in spite of 
prominent clinical features, the electrocardicgram con- 
tinues to reveal no abnormality whatsoever, that is, 
until the advent of the attack proper. 

4. In some cases, atypical electrocardiographic 
features like extrasystoles, bundle branch block, slurring 
or notching of ORS complexes, flattening of T waves 
and cardiac arrhythmia are observed at this stage of 
the disease. 


MopES OF ONSET OF THE CORONARY ATTACK 


The onset of an attack of coronary occlusion or 
thrombosis varies from case to case; it may be dramatic 
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in its intensity and acuteness on the 
dious and silent enough to be completely missed on the 


one hand or insi- 
other. On the basis of personal experience, the follow- 
ing groups of cases are recognised depending on the 
mode of onset, viz., 


1. The acute, sudden or classical mode of onset 
(in 71 per cent cf my cases). This has been referred 
to, in the french literature, as début brutal. The 
symptoms develop to their maximum within a matter 
of hours. 


2. The hyperacute or fulminating mode of onset, 
his is far more dramatic than the first, the symptoms 
attaining their maximal intensity at the very start of 
the attack. The patient may be dead within a matter 
of minutes or even seconds, 


3. Insidious, gradual or incipient mode of onset. 
Here, the symptoms develop very gradually, taking at 
times, days to attain any sort of intensity; this type of 
onset which is common in the older age-groups, e.g., 
after seventy years of age, frequently evades correct 
diagnosis. 

4. The ‘silent’ form. Here, the condition is so 
completely lacking in clinical symptoms, that the diag- 
nosis is usually accidental, on the basis of inference or 
electrocardi graphy. 


5. Atypical or anomalous mode of onset. Here 
the attack presents itself in an unconventional manner, 
e.g., as hemiplegia, pulmonary infarction or acute 
indigestion. Consequently, the real nature of the con- 
dition is likely to be missed. 


6. As the so-called ictus myocardique of the 
French or Herzsclag of the Germans. In this variety 
of onset, there is a hyperacute form of cardiac insuffi- 
ciency. 

CLINICAL FoRMS 01 


CORONARY THROMBOSIS 


On the basis of the presenting or preponderant 
symptom or of the symptom complex, it is possible 
to recognize the following main forms or clinical varie- 
ties of coronary thrombosis, viz., 


1. The classical form of attack, with pain as the 
preponderant or only symptom. This form has ac- 
counted for 63 per cent or two-thirds of my 
coronary rhe remaining 37 per 
cent may be collectively grouped together as the sine 
dolore form 


almost 


cases of thrombosis. 


2. The dyspnaic form, where the presenting or 
only symptom is extreme shortness of breath. This 
form has accounted for 24 per cent or one-quarter of 


my Cases. 


3. The pulmonary form with symptoms and signs 
suggestive of pneumonic consolidation, pulmonary in- 
farction or pulmonary oedema. 


4. The syncopal form, where the attack starts with 
a sudden loss of consciousness or a fainting spell, 
usually of short duration. 
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5. Peripheral failure or shock, (the so-called 
“medical shock’ of Aitchley), may, at times, usher in 
an attack of occlusion, The prognosis, in such cases, 
is particularly unfavourable. 

6. The gastro-intestinal form, where the present- 
ing symptoms are intense abdominal pain and vomit- 
ing, with or without retching, hiccups, eructations or 
diarrhoea, This has been erroneously reported, in the 
medical literature of the past, as the ‘fatal form of 
acute indigestion’. It has also been called ‘angina 
abdominalis’. The gastro-intestinal form of coronary 
attack, although relatively common, is frequently mis- 
diagnosed and consequently maltreated, with disastrous 
results. 

7. The sudoral form, with intense drenching pers- 
piration or sweating. In such cases, the bed-clothes 
and sheets may be literally soaking in sweat. 

8. The pyrexial form. In a few cases, the initial 
symptoms of precordial discomfort and dyspnoea are so 
much in abeyance, that attention is first drawn to the 
fever. In other cases, the onset is conventionally acute, 
but the later course of illness is dominated by the 
pyrexia. Undue prolongation of pyrexia after an attack 
suggest either a massive infarction or thrombo-embolic 
phenomena or bacterial endocarditis or septicaemia or 
pulmonary congestion. 

9. With cardiac failure or myocardial insuffi- 
ciency. The failure may be acute, subacute or chronic 
and either left venticular (asytole gauche), right 
ventricular (asytole droite) or mixed. In such cases, 


the clinical picture is more or less dominated by the 
symptoms and signs of decompensation of the heart. 
The possibility of a ‘marked’ coronary attack, should 
be entertained in all cases of cardiac failure accom- 
panied by a rise of temperature or undue pain and 
dyspnoea or a disproportionate drop of blood pressure. 


10. The cerebral or neurogenic form, where the 


presenting or dominant symptom is neurological in 
character, e.g., a hemiplegia or monoplegia, Although, 
the paralytic phenomenon in such cases is usually 
secondary to cerebral embolization from a coronary 
thrombosis, I have recently witnessed two cases, where 
the coronary and cerebral accidents have appeared 
simultaneously, presumably as the result of simultaneous 
thrombosis formation in the cerebral and coronary 
circulations. 

11. The type with ectopic rhythm or cardiac 
arrhythmia. In such cases, the coronary picture may 
either precede or follow the inception of an ectopic 
rhythm like aruicular fibrillation, auricular flutter, 
multiple extrasystoles or ventricular tachycardia. In 
such cases, the arrhythmia may be prominent enough 
to keep the coronary accident in the background. 

12. The so-called ‘larval form’ or forme fruste or 
forme camouflée, where the symptoms and signs of 
the coronary attack are either insignificant or obscure. 

13. The truly ‘silent form’ of coronary attack, 
discovered purely by accident, where clinical features 
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have been conspicuous by their total absence; truly 
‘silent’ cases are rare. 


THe ATTACK PROPER 


The clinical and laboratory features of the coronary 
occlusion proper are already too well-known to bear 
repetition. They have been described in detail in most 
of the standard works on the subject. 

CouRSE OF THE DISEASE 


An attack of acute coronary occlusion may ter- 
minate either fatally or in recovery; fortunately, the 
great majority of coronary attacks, especially first 
attacks, seem to end in recovery. Recovery, however, 
may be partial or complete, complicated or uncompli- 
cated, according to circumstances. Hence, the advis- 
ability of having some sort of classification of the out- 
look or future pessibilities in a coronary attack. On 
the basis of follow-up studies of my own, I would like 
to present the following grouping or classification of 
coronary attacks, on the basis of ‘outlook’ or prognosis, 
viz., 

1. Survival with no limitation of cardiac reserve 
(the so-called ‘complete cure’ or ‘true cure’ of the 
French).—Such a restoration of health to completely 
normal standards is unfortunately rare. In some of 
my cases, the patient has been able, after the attack, 
not only to resume his normal duties or occupation 
(such as that of a medical man or railway guard or 
bank manager) but has also indulged in strenuous 
sporting activities like tennis, badminton and squash. 

2. Survival with minor limitation of cardiac reserve 
—This is referred to, in the French literature as the 
‘favourable form’; it is a ‘cure with reservations’, the 
patient being able to earn a living and support a family 
but with a limited reserve of extra power. He must 
set down, as his target, a somewhat ‘subnermal exist- 
ence’ with no pretentions to extracurricular activity or 
sports. 

3. Survival with gross limitation of reserve—Here 
the physical or cardiac incapacity is gross enough to 
debar the patient from any sort of useful occupation. 
He has to be satisfied with an indoor home-life or at 
the most, a ‘table job’ involving no physical effort. 
Such a degree of incapacity may result in diverse ways, 
e.g., from massive cardiac enlargement or persistent 
decompensation of the heart or massive scarification ot 
the myocardium or aneurysmal bulging at the site ot 
infarction. 

The separation of the aforementioned three groups 
of cases depends primarily on the functional or physio- 
logical efficiency of the heart. 

4. Survival with sequele—The patient recovers 
from the attack proper but is left with some sequela or 
other, e.g., a residual hemiplegia, or a ‘shoulder-hand’ 
syndrome, a shoulder-joint osteoarthritis or a Dupuy- 
tren’s confracture. 
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5. Survival with cardiac cachexia (the so-called 
‘prolonged cachectic form’ of the French)—The patient, 
after his so-called recovery, displays a sort of cachectic 
condition with pallor, or sallowness of appearance, 
wasting and ancrexia. 

6. Survival with prolonged pyrexia—In some 
cases of coronary thrombosis, in spite of restoration 
of health to apparent normal and return of S-T seg- 
ments to isoelectric levels, the pyrexial reaction either 
persists or makes a reappearance, to last for weeks or 
months. Such cases are very trying both to the doctor 
and patient. Prclonged pyrexia, in such cases, is 
usually explainable on the grounds of (a) a superadded 
or primary bacterial endocarditis or (b) repeated 


thrombo-embolic phenomena or (c) delayed resclution 
with a massive infarct or (dG) chronic pulmonary con- 
gestion. 

7. Survival with secondary angina—After the re- 
the 


covery of an attack of myocardial infarction, 


Predisposing Factors 


(Heredity, constitution, 
biochemical factors, 

hypertension, arteriosclerosis, 
diabetes, myxaedema, etc.) 


Survival 
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+ 
The Prethrombotic Syndrome 
or Percursor Stage 


ONSET 


ATTACK PROPER 
(Clinical forms) 


(with or without sequelz) 
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patient may start having, for the first time, typical 
attacks of angina pectoris, the so-called ‘secondary 
angina’ (Vakil, 1949). 


8. Survival with amelioration of antecedent symp- 
toms, such as angina pectoris and dyspnoea of effort; 
such paradoxical improvement occurs in a small frac- 
tion of occlusion cases. Amelioration or disappearance 
of his anginal syndrome a.ter coronary thrombosis, is 
probably due to destruction of sensitive nerve endings 
within the infarcted area of the myocardium. Amelio- 
ration of dyspnoea, in such cases, is probably apparent 
only and due to the enforced restriction of physical 
activity. 

9. The recurrent form—Where another attack 
supervenes after a variable interval. In rare cases, 
three or four attacks may supervene, one alter the 
other, in this manner. For instance, cne of my 
patients, a naval officer, had, in all, six proved attacks 


Precipitating Factors 


(or ‘trigger mechanisms’) 
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of coronary occlusion, one after the other, and with Taste 


ultimate survival too! 


10. The rapidly fatal form or fulminating form 
(the so-called mort foudroyante of the French) where 
death supervenes soon after the onset of the attack, 
usually within three or four days. 


11. The delayed fatal form (a évolution mortelle 
retardée)—where death supervenes in about three to 
six weeks from the onset. 

12. The remotely fatal form, where death super- 
venes after several months or even a year or two after 
the attack. 


From the above description of the ‘natural history’ 
or evolution of coronary attacks, it will be obvious that 
the subject of coronary thrombosis is far more com- 
plicated and variegated than, at present, believed. 
Until such time as the practising physician gains fami- 
liarity with the various clinical aspects of the coronary 
problem, mistakes, in diagnosis, prognosis and treat- 
ment are likely to continue. 

Table 1 serves to present, though briefly, the 
concept of ‘evolution’ of the coronary attack, elaborated 
in the present paper. 
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CARCINOMA OF THE ORAL CAVITY 
AND THE LOWER JAW* 


S. P. SRIVASTAVA, M.S., F.R.C.S., (ENG.), 
F.1.C.S. (CHICAGO), 
Professor of Surgery, Medical College, Agra 


Carcinoma of the oral cavity is not an uncommon 
disease in the Uttar Pradesh and these cases are 
referred specially to the Medical College, Agra, because 
of its radium department, The total admissions and 
the total number of cancer cases that were admitted 
to S. N. Hospital, Agra, in the last four years are shown 
in Table r. 


* Paper read at the U. P. Medical Conference at Sitapur, 
U.P., on 25th October, 1952. 
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1—SHOWING TotaL ApMIssions AND Totat No. or 
Cancer Cases ApMitTep To S. N. Hosprtat, AGRA 


Total No of Total No. of 
patients admitted cancer cases 


Year 


No record 
262 
202 
143 (June) 


1949 
195” 
195! 
1952 


10,550 
10,549 
10,135 
6,849 (Aug.) 


Apart from cancer cervix cases, the cancer cases 
which are fit for radium treatment are those in face and 
oral cavity mostly, so the majority of admissions in 
the Radium Institute are of this type. 


The cases are referred from the outdoor to the 
Radium Institute where a selection is made and cases 
are divided into three categories: 

Group 1—Cases which are neither operable nor fit 
for radium treatment form the bulk of the cases in 
our province in India. Such advanced cases are re- 
fused admission as nothing can be done except a 
palliative course of deep x-ray treatment which is given 
to them as outpatient cases. 

Group 2—The second class of patients are those 
who are quite fit for radium treatment. Such cases 
are those of early epithelioma of the lip, cheek, and 
tongue with or without enlargement of lymphatic 
glands. After the completion of the treatment by 
radium they are referred to the surgeon for block dis- 
section of the glands of the neck. 

Group 3—The third type of cases are those of 
cancer of the cheek and the mandible which are not 
fit for radium treatment because (a) either the mouth 
cannot be opened or (b) the lower jaw bone is involved, 
but they are fit for operative interference. Such cases 
are referred to the surgeon who tries to do the excision 
of the growth with the bone (if involved) with block 
dissection of the glands at the same sitting. 


AETIOLOGY 


Incidence—In England the commonest site of 
cancer is the stomach (Illingworth, 1949). In America 
it is the breast. In China, Siam and Java, cancer 
penis is more common. In U.P. (Agra) the number 
of cancer cheek was about 40-2 per cent of all cancer 
cases (1950-51) and 64°5 per cent of all oral carcinomas 
(1949-51). 

The incidence of cancer cheek in other 
is as follows (Table 2): 


countries 


-SHOWING INCIDENCE OF CANCER 
OTHER COUNTRIES 


TABLE 2- 


Ceylon 
Egypt 
Japan 
Philippine 
Singapore 
U. 


| 
ove 75°7 per cent 
ee we 3°5 per cent 

4°7 per cent 

30 per cent 
6-9 per cent 

; ons 6-5 per cent 
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The similarity of incidence in India, Philippine 
and Ceylon is due to the habit of people of chewing 
tobacco, lime and beetle nut, etc. 

Orr (1933) reports that in Travancore cancer cheek 
constitutes 45 per cent of all cases. Out of 10,480 cases 
(between 1923-42) of malignant disease operated by 
Somerville (1944) at Neyyur Hospital 8,439 were done 
for epithelioma of cheek, lips, tongue and jaws. 

The various sites of incidence of oral cancer as 
reported by Dr. Somerville at Neyyur Hospital are 
shown in Table 3. 


INCIDENCE 


TABLE 3—SHOWING THE VARIOUS SITES OF 
or Orat Cancer at Neyyur Hosprtat 
Cheek and lips 52 per cent 
Lower jaw 28 per cent 
Upper jaw 7 per cent 
Tongue 13 per cent 


In Table 4 is shown the number of oral carcinoma 
cases who attended and were admitted to the Radium 
Institute, S. N. Hospital, Agra, for treatment in the last 
three years and a half (1949-1952 June). 


TaBLe 4—SHowinG Totat No. or Orat Carcinoma Cases 
ADMITTED IN THE Last 34 YEARS 
Cheek Tongue Jax Lip Palate Total 
= = = = = = = = = S = = 
=> 333333 3 
= s Ss Ss 5 Ss 
1949 33 eis 5 9 3105 65 
195! 120 49 60 — 6 3 2 5 1 194 52 
1452 
upto June 58 20 36 14 13 3 2 1 3 212 40 


Age——In the West the maximum number of cases 
occur at the age of 70 and in India it is between 45 and 
50 years. In Europeans the average age of cancer cheek 
is 59 years (Hoffman, 1937) and more than 56 per cent 
of cases occur in the fifth and sixth decades. 

Sharma (1952) in his thesis submitted recently 
points out that at Agra, of oral cancers in 1950-51 the 
mean age group was 45 years which approximates 
the findings of Shroff and Paymaster (1946). The 
same author mentions that 26 per cent were in the fifth 
decade and 35 per cent in the fourth decade. Age 
incidence of cancer cheek is almost the same as that of 
cancer cervix. 

Sex—The incidence is more in ‘the males 
in females and more in Hindus than in Muslims. 

Chewing of tobacco, etc.—The incidence of cancer 
cheek in different parts of India as reported by Nath 
and Grewal (1935 and 1937) throw some light on the 
xtiology of the disease. In those parts where the habit 
of chewing tobacco and keeping tobacco with lime and 
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arecanuts in the groove of the cheek is rampant, the 
incidence of carcinoma cheek is the largest. 


Bengal, for instance, records an incidence of 
8-04 per cent, Bihar 20-9 per cent, Bombay 20°95 per 
cent, Madras 34°47 per cent, Punjab 4°5 per cent and 
U.P. 13-6 per cent. 


We get the largest number of cases from Mainpuri 
district because a special kind of tobacco mixed with 
arecanut is used for chewing. This tobacco is 
kept on one side of the cheek for hours even during 
sleep which causes chronic irritation predisposing to 
leukoplakia and anaplastic proliferation of cells. Orr 
(1923) reports that certain kinds of tobacco like vadacan 
tobacco and those of Jaffine and Ceylone are more 
prone to cause cancer of the mouth than the tobacco 
grown around Madura. 

The ingredients of tobacco like anthracene, phenan- 
threne and benzopyridine, the polycyclic hydrocarbons 
have been blamed to be carcinogenic. Orr (loc. cit.) 
made a survey of 660 cases and is of the opinion that 
the chemical irritation is due to the alkaloids produced 
by the action of lime on tobacco chewed with arecanuts 
and betel leaves. Tobacco is harmless unless mixed 
with lime. McCarrison (1931) is of the opinion that 
vitamin A deficiency may be a factor in preparing the 
ground for the start of cancer in the oral cavity as it 
leads to keratinisation of epithelial tissues. Vitamin B 
deficiency has been blamed to cause cancer of the 
oral cavity by Martin and Koop (1942). The same 
irritation of chewing nuts, lime and tobacco may be 
a factor for starting carcinoma of gums or tongue. 
The disease rarely starts in the floor of the mouth and 
the latter is only likely to be invaded by extension 
from gums and cheek. 

I had a number of cases of cancer of the alveolus 
(gums) giving rise to looseness of the teeth. The 
latter are extracted and the growth then comes to the 
surface. 

The infection of the teeth and gums may enhance 
growth but there should be some cause of irritation 
to excite the disease, for which I think tobacco with 
lime is to be blamed to a great extent. The latter 
produces a caustic action on the mucous membrane 
which takes the shape of an ulcer which becomes 
malignant. 


CLINICAL FEATURE AND PATHOGENESIS 


The majority of our cases were of cancer cheek 
with or without involvement of the lower jaw. The 
cases present the appearance of an ulcer with everted 
margins occurring in the groove between the cheek and 
body of the mandible. The cases where the lesions 
occurred only on the buccal mucosa of the cheek and 
the mouth could be opened sufficient for implantation 
of the radium, were treated in the Radium Institute. 
Such cases are pretty early ones and are usually without 
involvement of lymphatic glands. 


| | 
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The extension of the disease to the lower jaw occurs 
first on the outer surface of the body of the mandible 
involving the gums and then the periosteum of the 
bone, The gums get infiltrated gradually causing 
loosening of the teeth. A few cases had infiltration of 
the masseter muscle and ascending ramus resulting in 
trismus. The inner surface of the mandible and the 
floor of the mouth are rarely involved by extension 
from the cheek. Cases where cancer occurred in the 


5—Suowinc List or Inpoor aNnp OvuTpOOR Cases oF CANCER AS GRADED IN 
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cheek and mandible the left submandibular gland was 
invariably enlarged and infiltrated. The upper deep 
cervical glands were rarely found enlarged and hence 
only a suprahyoid block dissection was required to 
be done and not of the whole of the left side of the 
neck as reported by Somervelle (loc. cit.). The 
different grades of carcinoma in the oral cavity in the 
last four years have been classified and other details 
worked out (Table 5). 


THE PaTHOLOGyY DEPARTMENT 


No. of Male 


Cases 


Remarks 


Cheek 
Lip 
Tongue 
Alveolus 
Palate 
Floor of 

mouth 
Tonsil 

Total 


Cheek 


Lip 
Tongue 
Alveolus 
Palate 


Floor of 
movth 
Tonsil I 
Rhinoscleroma 
with 
epidermoid 
carcinoma 
Total ... 65 


Cheek 62 
Lip 2 


Tongue 31 


Alveolus 5 

Floor of 
mouth 

Palate 

Tonsil 

Epulis 


Rodent 
ulcer 


Total 


10%? 
1 


(up to Ortoher): 
Cheek 


2. Tin 
3. Tongue 


case no grading possible 


cases no grading possible 
cases no grading possible 


cases no grading 


cases no grading 
cases cancer in situ 


cases no grading 


case cancer in situ 
case no grading 


No grading 


cases no grading 
3 cases cancer in situ 


cases insufficient for grading 
case basal cell carcinoma 
case insufficient for grading 

3 cases insufficient for grading 
cases cancer in situ 


tT case insufficient for grading 
T case granulomatous, 
1 case fibrous 


Basal cell and epidermoid carci 
noma mix 

cases no grading 

cases cancer in situ 

case basal cell carcinoma 

case oncocytic salivary 

case basal and epidermoid 

mixed 

case fibrous epulis 

case granulomatous epulis 


cases no grading 
case cancer in situ 
case no gracing 
case no erading 
case cancer in situ 
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ory 84.2 
Site Female I II 
1949: 
30 25 5 8 21 
2. 3 2 I 3 _ a 
3. a1 17 4 3 10 4 4 
4: 5 2 3 I I I 2 
5. 4 3 I _— 2 2 
6. 
I I I 
7: I I I 
65 5° 15 15 35 8 av 
1950: 
2 
2. 1 I -- 
* 18 14 4 5 9 2 aT 
5. 6 6 2 2 I 
I 
6. 
7: I _ I — 
8. 
1951: 
I. 37 25 21 28 5 
; 3- SC 23 8 7 16 3 
5. 
2 -- I 
8. T 2 
9. 
108 67 31 48 9 1 
| | 38 26 12 I 18 2 6 
2 T T T 
21 17 4 7 I 
I 
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Site No. of Male Female I 
Cases 


4. Alveolus 6 2 4 1 
5 Tonsil I I 
6. Palate 5 4 I —s 
7 Epulis I I 


Mandible 
(a) Osteosar- 
coma 1 I 
(b) Adaman- 
toma 2 I I 
9. Maxilla I I 
10. Cheek 
Squamous 
papilloma 3 3 
Total , 81 58 23 20 


Majority of the cases of cancer cheek and cancer 
lower jaw with or without involvement of the bone 
were met with on the left side as shown in my series 
where 13 excisions of the mandible were done on the 
left as compared to 6 on the right side and 2 of the 
symphysis menti. 

Cases cf cancer of the lip were mostly of the 
cauliflower type and of grade 1. The lymphatic glands 
were not involved except due to sepsis. All these 
cases were treated with radium. I had to do excision 
of the lip only in two cases where radium had failed 
and the growth had recurred. 

Cases of cancer tongue were mostly of the 
ulcerating type covered with slough and pus. These 
were mostly epidermoid carcinoma, grade 2 and the 
glands in the neck were invariably enlarged. The 
sides of the tongue and part of the floor were infiltrated 
but not the bone. 


There were a few cases of cancer of the palate 
which were histologically diagnosed as carcinoma. One 
case was of melanoma palate which was secondary to 
the growth in the maxilla in a young man of 35 years 
and another which was diagnosed as oncccytic type of 
salivary gland carcinoma arising near the alveolar 
border of the left maxilla. 

There were 18 cases of the epidermoid carcinoma 
arising from the gums and alveolar border of the lower 
jaw. These cases presented a sessile type of cauli- 
flower growth of the gums. The teeth were lcose or had 
been extracted. There was no infiltration of the floor 
of the mouth but the groove between the cheek and the 
body of the mandible was occasionally infiltrated. 


The cases of cancer gum and alveolar margin of 
the lower jaw arise either from the gums cr the mucous 
membrane of the buccal cavity adjoining the outer 
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BA 
il Ill Remarks 


— 1 case giant cell epulis 


9 cases no grading 

2 cases cancer in situ 

1 case giant cell epulis 

I case osteosarcoma mandible 

2 cases adamantinoma mandible 
3 cases squamous papilloma cheek 


surface of the body of mandible. Out of 18 cases of 
cancer of the alveolar margin there were 3 cases of 
grade I, 9 of grade II and 2 of grade III, all occurring 
in the region of the body of the mandible. There was 
only one case of carcinoma of the alveolus of the 
symphysis menti in an old man of 75 where resection 
of this portion of the jaw was done. 


There was an interesting case of epidermoid carci- 
noma arising in the adamantinoma of the jaw in a 
young man of about 25 years giving rise to the swelling 
of the whole of the jaw—specially symphysis menti 
and presenting x-ray picture of bony expansion with 
trabecule resembling the picture of an osteoclastoma. 
Repeated biopsy reports showed epidermoid carcinoma 
grade II. The specimens were taken from the oral 
cavity and cne from the medullary cavity of the man- 
dible. Schuzenberg (1951) reported that cases of adaman- 
tincma presented a picture of basal celled carcinoma 
which was one-sided growth of the precursor of enamel 
structure. There were five other cases of adamanti- 
noma, four in the lower jaw which gave rise to expan- 
sion of the bone and presented an x-ray picture of 
a cavity formation in the bone and one in the upper 
jaw in the region of the maxilla which also presented 
the picture of expansion cf the bone, All these cases 
were diagnosed by the radiologist as either dental 
cysts or dentigerous cysts but the histological report 
gave us the surprise in the diagnosis. 

Thoma (1944 and 1949) has described basal-called 
carcinoma of the alveolar mucous membrane. It has 
been described as a solid tumour of low malignancy 
and resistant to radiation. He thinks that it is related 
to adamantinoblastoma and is known in German 
literature as Krompecher’s carcinoma. Geschmickter 
and Copeland state that adamantinoma originates from 
undifferentiated basal cells which may differentiate into 
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squamous epithelium or enamel epithelium and thus one 
of our cases referred to above was one of epidermoid 
carcinoma originating in the precursor cells of enamel 
organ. 


Epulis—These cases present themselves with a 
pedunculated growth arising from the alveolar border 
of the mandible or maxilla. They are solid to feel and 
are attached by a pedunculated stalk to the bony 
margin. Their enucleation is easy and a part of the 
bone has to be scraped. In two cases the diagnosis 
was sclerosing hemangioma and in one case a giant- 
celled epulis. In others they were either fibrous or 
granulomatous epulis (Table 5). The cases of carcino- 
matous epulis are included in the carcinoma of the 
alveolar margin of the jaw. Such cases usually involve 
the bone with erosion of the alveolar border of the 
bone. On x-ray the lower jaw shows destruction of 
the bone. 


TREATMENT 


Group 1 cases—From our experience the number 
of cases which are neither fit for radium nor for 
operation, far exceeds those which fall in categories 
2 and 3.They are given palliative deep x-rays for 2 to 3 
weeks 3000 to 4000 r, tumour dose, by deep x-ray 
(200 K.V.) Only one course is given and whatever 
benefit is to acrue is obtained by this procedure. It is 
not a total cure but is only a palliative measure to 
check the rapid progress of the disease. The end is 
certain but the life is prolonged. Fibrosis develops 
around the cheek and the region of the lower jaw with 
general effects on the hemopoietic system giving rise 
to anemia. The patients are kept during the course, 
on vitamin B complex and iron by mouth. 


Group 2 cases—The cases which were thought fit 
for radium treatment alone were very small as com- 
pared to the total number of cases attending the out- 
door i.e. 37 cases out of 120 in 1951. 


The usual dosage of radium for lesions of the 
cheek, tongue, palate and lip is 6000 to 7000 r (gamma) 


in 5 to 6 days. The smaller the lesion the greater the 
dose, i.e. 8000 r which is the maximum dose, The 
larger the lesion the smaller the dose. The minimum 
being 5500 r units. The tissues cannot tolerate a big 
dose for a large lesion and so the standard dose of 
6000 to 7000 r units is maintained, but for a longer 
period. In the United States, radium is not fre- 
quently used and surgery is resorted to which is some 
times heroic, e.g., block dissection of the neck combined 
with hemimandibulectomy or even hemiglossectomy. 
The American surgeons also believe more in excision 
of carcinoma of the lip followed by plastic repair than 
the use of radium in such cases. 

The patients of cancer tongue who had palpable 
glandular enlargement of the neck were referred to me 
for block dissection. The total number done in the 
last two years is To. 
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_In these cases the internal jugular vein was also 
excised when its wall was adherent to the glands and 
was suspected to be infiltrated. 


As a routine I do not advocate removal of internal 
jugular vein in all cases because its removal causes 
cerebral congestion in old persons which may prove 
fatal. Besides a lot of extra time is taken to remove 
the full length of the vein. 

Sodium pantothal anesthesia is used—1 gm. dis- 
solved in 20 c.c. of distilled water. This is given very 
slowly during the whole course of the operation. All 
the glands of one side of the neck along with the 
sternomastoid muscle and submaxillary gland are re- 
moved in tota, In two cases I removed only 3” to 4” 
of internal jugular vein and not the whole length of it, 
i.e., an inch above and below the adherent gland. 
In three cases the whole length of the vein was removed. 


Group 3 cases—The third group comprises those 
where surgery is required. The cases which were 
referred to me for operation were mostly those where 
the mandible was infiltrated either secondary to cancer 
cheek or alveolus. 

Such cases were selected in consultation with the 
radiologist, for which we hold conferences of the tumour 
clinic once a week. X-ray of the lower jaw is done to 
confirm the diagnosis and biopsy is taken. The sub- 
maxillary and, rarely, submental glands are found to 
be enlarged in the majority of cases. 

The blood picture is studied to have an idea whe- 
ther blood transfusion will be required or not. If the 
R.B.C. count is below 3:5 million or Hb. is less than 
To gms. then arrangements are made for a blood trans- 
fusion. In the majority of cases it was not required 
and if at all a pint of intradex or plasmosan was used 
once or twice in ‘a total of about 21 resections of the 
lower jaw. 

A subhyoid incision is made starting from the 
centre of the lip going down on the symphysis menti 
along the line of the hyoid bone up to the angle of 
the jaw. A semicircular flap of skin is raised after 
dissection of the submaxillary salivary and lymph 
glands and the jaw is divided a little to one side of the 
symphysis menti, well ahead of the carcinomatous 
lesion. The normal skin of the cheek and _ buccal 
mucous membrane are separated from the periosteum 
of mandible and the latter is excised by filing with a 
Gigli’s saw behind its angle through the ascending 
ramus. If the ascending ramus too is involved then 
the whole one half of the mandible is removed by 
cutting above the coronoid precess and through the 
temporomandibular joint. The floor of the mouth has 
been usually found free of carcinomatous infiltration and 
is reformed by suturing its mucous membrane to that 
of the cheek. The drainage tubes are placed in the 
submaxillary region after suturing the skin flaps. 


The tonsillar glands have not been found to be 
enlarged and the block dissection of glands was never 
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extended below the hyoid bone. The 
occurred mosily in the region of the cheek. 


recurrences 


In cases of advanced cancer cheek where the 
adjoining surfaces of the lower gingiva become involved 
the premandibular lymphatics are likely to contain 
tumour cells and in some the bone may be invaded. 


Thus the treatment of choice is neck dissection 
with excision of own half of the body of mandible and 
the cheek lesion. 


Excision of cancer cheek alone where it has per- 
forated outside or the mouth cannot be opened and bone 
is not involved radiologically, may give good results 
if the excision is wide. Plastic repair of the cheek 
should be done only when there is no recurrence after 
one or two years. Excision of advanced cancer cheek 
without x-ray evidence of bone involvement which is 
rare, should not be done. Deep x-ray may be given 
in such cases. 

Carcinoma of the buccal mucosa has been report- 
ed to produce cervical metastasis in 4o per cent of cases 
(Taylor and Natheson, 1942). 

In carcinomas of the lower gums the tendency to 
cervical gland enlargement occurs in 65 per cent of cases 
(Taylor and Natheson, loc. cit.) and the alveolar mar- 
gin of the bone is invariably involved. The contiguous 
periosteum of the body of mandible is also infiltrated. 
Even if the glands are not clinically enlarged 30 per 
cent of the dissection specimens show positive affection 
of lymph nodes (specially lesions of less than 2 em. 
diameter). These have been reported to be 
treated by intra-oral radium mold or x-rays through 
an intra-oral cone with late glands dissection in the 
absence of local recurrence. 

Mattick and Mehan have reported ror cases of 
cancer of gingiva having been treated by radiation 
without any complete cure. Thus a block dissection 
with hemimandibulectomy is the treatment of choice 
with removal of as much as possible of masseter and 
pterygoid muscles. 


cases 


Similarly in carcinoma of the tongue in about 
50 per cent of the individuals the lymphatics of the 
tongue and floor of the mouth passes through the 
periosteum of the mandible as they drain into sub- 
maxillary lymph nodes. Ward and Hendrick have 
found that 21 per cent of surgically excised tissue 
which has been previously irradiated has been found 
positive and others have reported 36, 58 and 68 per 
cent of patients where primary could not be controlled 
by radiation. Thus Carroll (1952) advises wide surgi- 
cal excision of the residual cancer along with hemi- 
mandibulectomy and block dissection of neck. At least 
2 cm. of uninvolved soft tissue must be included 
while removing the primary lesion. According to him 
in some selected patients preliminary radiation is eli 
minated and primary hemiglossectomy is done and the 
removal of the mandible is supposed to add thorough- 
ness to the procedure and facilitates closure of the 
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flocr of the mouth. We had been treating the primary 
lesion in the tongue only by radiation or when the neck 
glands are not palpable the patient is asked to come 
every fortnight for examination and as soon as the 
glands become palpable a_ block is done, 
otherwise not. 


dissection 


Carrol (loc. cit.) is of the opinion that as 48 per 
cent of cases whose glands are not palpable in the 
beginning later develop. homolateral metastasis and 
7 per cent more get a contralateral gland metastasis 
and in view of the low mortality of block dissection, 
this operation should be advised as a routine, even if 
the lymph glands are not enlarged and palpable in the 
neck, 

Before the glands are attacked it must be made 
certain that the primary disease is completely elimin- 
ated. 

I do not suppose that hemimandibulectomy is 
advisable unless the cancer tongue has extended up to 
the floor of the mouth and the inner surface of the 
body of the mandible and if a case comes in such a 
late stage an extensive operation as advocated above 
may not be effective to cure the disease. 


Due to the frequency of recurrence even after 
complete operative excision of the carcinoma of 
mandible, gums, cheek and block dissection of glands, 
we had been trying a radical deep x-ray cure of such 
which were operable. For this 
purpose a total dose of 6000 r units given. The 
immediate result is good but the ultimate survival rate 
and cure is to be watched. 


cases considered 


Is 


The radical treatment by deep x-ray is also advis- 
able when the patient refuses operation for cosmetic 
reasons or is weak to stand it, but the latter should 
not deter us from following a course of complete extir- 
pation of the disease like cancer which demands an 
extensive operative procedure. 

The results of the latter may be disappointing 
but I feel that an attempt at it, may save the lives of 
even a small percentage of cancer cases who would 
have met a fatal end but for such heroic measures, The 
immediate mortality in my of excision of lower 
jaw with block dissection for cancer cheek and gums 
had been one only in 21 excisions, All cases after the 
operation could not be followed up but the recurrence 
after excision of the lower jaw was more than 60 per 
cent within six months of the operation. 


Cases 


SUMMARY 


1. Incidence of carcinoma of oral cavity in Agra 
as well as in other parts of India is reported. 

2. Some points in the awtiology of cancer cheek 
are discussed with special reference to the use of kinds 
of tobacco mixed with lime and betel nuts, 

3. Clinical and pathological 
cheek and tongue are discussed. 


features of cancer 
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4. The observation of grading of cancers of the 
oral cavity having no relationship with the clinical 
course i.e., a carcinoma of grade 1 having been seen 
equally or more commonly to give rise to bone infiltra- 
tion and metastasis into the lymph glands than grade 
2 OF 3. 

5. Treatment of the different kinds of carcinoma 
is discussed; specially the scope of operative treatment 
involving excision of the mandible. 

6. The problem of block diss»ction of the neck 
glands in cases of cancer tongue and cheek is discussed. 

ACKNOWLEDGMENT 


I am thankful to Dr. P. K. Haldar, the Radiologist, 
to Dr. P. N. Wahi, the Pathologist and to my assistants 
specially to Dr, P. K. Sethi, m.s., all of whom helped me in 
their own capacities for the compilation of this work. I am 
thankful to Dr. H, N. Bhatt, Principal and Superintendent, 
S. N. Hospital, for allowing me to publish the records. 

REFERENCES 

Carrot, W. Wartrer—Combined Neck and Jaw Resection of 
Intra-oral Carcinoma, 1952, Vol. L. 

ELLInGwortTH AND Dick—Surgical Pathology, Pflueger 
H. J. Churchill, 1949, p. 87. 

Horrman—Cancer-Diet 1937, William Wilkin's 
York. 

KHANOLKAR, V. R.—Cancer Research, 4: 313-19, 1944. 

Idem—J. Indian M. A., 16: 37, 1946. 

McCarrison, R.—Brit. M. J., 1: 906, 1931. 

MarTIn AND Koop—Am. J. Surg., 57: 195, 1942. 

Natu anp Grewat—I/ndian J. M. Research, 23: 149, 1935 

Idem—Ibid—24: 633, 1937. 

Orr, I. A.—Lancet, 2: 575, 1923. 

Somervett, T. H.—Brit. J. Surg., 32: 35-43, 1944. 

Scnuuzenserc, C, F. R.—Ann. Roy. Coll. Surg. Eng., 8: 
332, 1951. 

Surorr PayMaster—Med, Bull., 4: 37, 1946 

Suarma, M. B.—Cancer Cheek, Thesis—1952 
observations). 

Taytor, Granttey W. anp Natueson Ira, T.—Lymph Note 
Metastasis, Oxford University Press, 158, New York, 
1942, Pp. 153. 

Tuoma, K. H.—Oral Pathology, C. V. Moresby Co., St. Lois, 
and Edition, 1944. 

Idem-—-Ann. Roy. Coll, Surg. Eng., 5: 143, 


and 


New 


& Co., 


(Statistical 


1949 


PRACTITIONERS’ CORNER 
DERMAL LEISHMANOID IN ASSAM 


N. C. DEY, B.sc., M.B., D.BACT. 
AND 
B. K. KUAR, .B., 
Department of Pathology, 
Assam Medical College, Dibrugarh 


INTRODUCTION 
Brahmachari (1922) first called attention to a new 
form of cutaneous leishmaniasis which he called ‘Dermal 
Leshmanoid’. The condition developed in a case of 
kala-azar cured by antimonial treatment. Acton and 
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Napier (1927) reported 44 cases from the School of 
Tropical Medicine, Calcutta, and the condition was 
called by them as post-kala-azar dermal leishmaniasis. 
Dey (1929) recorded a case of post-kala-azar dermal 
leishmaniasis in Nowgeng, Assam, and Napier and 
Smith (1934) published another paper—‘Dermal leish- 
maniasis in Assam’. Theodore (1930) recorded a case 
of dermal leishmanoid from Madras and a second case 
was published by Seshadrinath (1930). Napier and 
Dasgupta (1934) reported 150 cases and most of these 
cases, as described by them, suffered from kala-azar 
a year or so previously and received antimony treat- 
ment. Since then many cases were recorded in Bengal. 

Dermal ieishmanoid or post-kala-azar dermal leish- 
maniasis is caused by Leishmania donovani and is seen 
as a post-kala-azar condition in the endemic kala-azar 
areas. The condition is common in Bengal and this 
has been roughly estimated to be about 5 to Io per cent 
of kala-azar cases. About 2/3 of these cases were 
treated for kala-azar with antimony but the remaining 
1/3 did not give any history of treatment cf any kind. 
Some of these untreated cases gave history of an attack 
of long continued fever with spontaneous cure without 
any treatment whatsoever. Rarity of dermal leishma- 
noid in Assam has been mentioned by various authors. 
Napier (1943) mentioned ‘Cases have been reported 
from Madras and very few in Assam’’. Strong (1944) in 
Stitt’s Tropical Diseases also held a similar view and 
the quotation from the author is as follows—‘‘While the 
condition appears to be prevalent in India in the region 
of Calcutta, apparently very few cases have been re- 
ported from Assam and Madras’’. Althcugh a case was 
reported from Assam as far back as 1929, few cases were 
reported since then. There is sufficient reason to believe 
that cases of dermal leishmanoid are not rare and there 
are many patients in the endemic areas of Assam which 
are yet to be reported to the medical press. The paucity 
of the report is due to the fact that these patients either 
do not care to report for treatment unless the condition 
is loathsome enough causing a lot of disfigurement of 
the face or they are condemned by the society as cases 
of lepromatous leprosy, as the nodular type of dermal 
leishmaniasis very closely resembles lepromatous lep- 
rosy. Napier mentioned a case who was treated for 
30 years as a case of leprosy. 

GEOGRAPHICAL DISTRIBUTION 

The condition is prevalent in humid areas where 
kala-azar is endemic and Phlebotomas argentipes, the 
insect vector, is responsible for the spread of the 
disease. As a contrast oriental sore is a_ disease 
of the desert area of India where P. paptasti is present 
and acts as a vector. The Brazilian type cf cutaneous 
leishmaniasis seen in South America is characterised by 
mucocutaneous lesion of the oronasal areas. 


FETIOLOGY 


The disease is seen in all classes of populuation and 
may affect all ages and both sexes. The condition is, 
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however, a sequela of visceral leishmaniasis caused by 
Leishmania donovani and usually appears one or two 
years after the visceral lesion has subsided. There are 
instances where the viscera! condition relapsed while the 
dermal lesions were still present (Napier). 


Parasite—Leishmamia donovani are parasites of the 
reticulo-endothelial system. It is difficult to differen- 
tiate Leishmania donovani from L. tropica morphologi- 
cally. Species of leishmania have been differentiated 
by Noguchi (1924, 1926) and also by other workers by 
agglutination of the organism against antisera prepared 
in rabbits. According to these workers L. donovani, 
the causative organism of kala-azar and is very similar 
to or identical with L. infantum causing mediterranean 
kala-azar but it is immunologically different from 
L. tropica or L. braziliensis. Leishmania donovani as 
is seen in dermal leishmanoid is probably an example 
of host parasite adjustment (Napier and Krishnan, 
1930). There is no doubt that the organism recovered 
from cases of dermal leishmanoid is in every way 
identical with L. donovani, morphologically, culturally 
and in its development in the sandfly and also in pro- 
duction of lesion experimentally in animals. 


According to the site of predilection of the vis- 
cera or the skin Leishmania donovani may be called 
viscerotropic or dermotropic. It is quite probable that 
owing to the host parasite adjustment the organism 
undergoes adaptation. The dermotropic strain is more 
resistant and often outlives a course of antimony treat- 
ment. In oriental sore, on the other hand, the parasite 
is primarily dermotropic and is limited to the skin. 


SYMPTOMATOLOGY 


The disease appears about one to two years after 
an apparent cv-e from an attack of kala-azar, with or 
without antimony, Cases have been recorded after 
sodium antimony tartrate, urea stibamine, stibatine and 
in this series of cases one case is recorded after a course 
of 11 injections of stilbamidine. Various clinical types 
have been mentioned but the clinical condition may 
chiefly be divided into the following main types: 

(1) Hypopigmented macules. 

(2) Butterfly erythema of the face. 

(3) Nodular lesions of the skin. 

(4) Mucocutaneous lesion involving oral mucous 
membrane and tongue. 

Hypopigmented macules—These appear as partially 
depigmented patches on the face, ueck and trunk, 
flexure aspects of the extremities, axillary fold, groin 
and other parts of the body. The patches are discrete in 
the early stage of the disease and are as large as one 
centimeter but diffuse patches form as a result of 
coalescence of individual areas. The vascularity in 


these patches give an erythematous appearance specially 
seen on the face to be described under ery.’.ematous 
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lesions. Hypopigmented macule formation is the earliest 
manifestation of the condition and parasites are rarely 
seen in smears from hypopigmented macules, 


Butterfly erythema of the face—The erythematous 
lesion is marked on the flash or mask area of the face, 
namely, the chin, lips, tip of the nose and circumoral 
region and the cheek. It is due to hypopigmentation 
superimposed with dilatation of the blood vessels and 
gives a coppery hue on the affected area. Parasites 
are scanty in these areas as in hypopigmented macules. 


Cutaneous nodules—As the hypopigmentation and 
erythema progress, nodules appear on these areas and 
it may take several years before nodules are formed. 
Common sites for nodule formation are the chin, central 
parts of the face including lips, tip of the nose and the 
cheek, eyebrows and forehead. They cause marked dis- 
figurement. The face then resembles one of lepro- 
matous leprosy but presence of nodules on the face 
without involvement of the ear is almost diagnostic of 
derma! leishmaniasis. Nodules may also appear on 
the flexure aspect of the extremities namely axillary 
fold, bend of the elbow, groin, etc. These nodules are 
soft, painless and hyperemic and do not usually 
ulcerate. Thickened hard nodules are seen in old- 
standing cases on the dorsal aspect of the hands and 
feet. These may break down in certain places. 


Parasites are present in large number in these 
nodules and may be demonstrated on smears prepared 
from the nodules. 


Mucocutaneous lesion—This usually involves the 
oral mucosa and appears as granulomatous nodules on 
the angle of the mouth, dorsum of the tongue, buccal 
mucosa and hard palate. Nodules on the tongue were 
recorded by Panja (1938) and Ghosh Dastidar (1939) 
associated with hypopigmentation and nodules forma- 
tion in the skin. In the tongue the nodular lesion may 
ulcerate or may involve the whole of the tongue diffusely 
in an advanced case resembling a carcinomatous growth. 
The incidence of oral mucous membrane involvement 
is low in Calcutta and only a few cases have been 
recorded uptil now. But in this series 3 out of 10 cases 
showed this involvement and the lesion showed large 
number of L.D. bodies in smears in all the cases. 
These lesions showed little destruction when compared 
with oriental sore or espundia which causes destruction 
of the oronasal tissue greatly. 


Napier, Kirwan and Sen (1941) observed formation 
of nodules in the sclera adjoining the cornea and deve- 
topment of keratitis as complications of post-kala-azar 
derma! leishmaniasis. 


Casz Reports 


Cast 1—L.R.G., aged 26 years, H.M., cultivator, dura- 
tion 7 years. 


Past history: No history of K. A. or any fever with 


long duration. He did not receive any treatment for kala-azar. 
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Hypopigment 
Erythema 
dor 


Present condition: Nodules on the face. 
ed patches on the body (Figs 
on the face--not marked. Tongue—two ulcers on the 
sum of the tongue. (Fig. 3, vide Plate) 

Findings: Plenty of L. D. bodies from the ulcer of the 
tongue, 

Aldehyde test: 
test for kala-azar—all 

Cask 2—D.N.D., aged 23 years, H.M., motor driver, 
duration 7 years. 


1 and 2, vide Plate) 


Chopra's test, and complement fixation 


negative. 


Past history: He had kala-azar 7 years back and was 
treated with several courses of urea stibamine 
on the chin. Hypo- 
Erythema around the 


Present condition: Nodules—a few 
pigmented patches all over the body 
nose. Tongue and oral mucosa—no involvement 


Finding: The nodules show scanty L, D. bodies 


Aldehyde test: 
test—all negative. 

Case R 
5 years. 

ast history: He had kala-azar and 
cured after 11 injections of stilbamidine 


Chopra’s test and complement fixation 


G., aged 27 years, H. M., clerk, duration 


was treated and 


Present condition: Hypopigmented patches on the body 
Nodules—absent. Erythema on the face—present. Tongue and 
oral mucous membrane—no involvement 

Findings: No. L. D. bodies. Histopathology almost typi- 
cal. Aldehyde test, Chopra's test and complement fixation 
test—all negative 

Case 4—G. C. B., aged 25 years, H.M., cultivator, dura- 
ion 5 years. 

Past history: He had kala-azar and was treated with 
urea stibamine. 

Present condition: HUypopigmented patches on the body. 
Nodules on the chin, ear, cheek present. Erythema of the face 
present. No involvement of the tongue or oral mucous mem- 
brane, 

Findings: Scraping of nodules show a large number of 
L. D. bodies, Aldehyde test, Chopra's test and complement 
fixation test-——all negative. 

Case 5—-J.C.N., aged 30 years, male, peon, duration 
8 years 

Past history: We had kala-azar and 
15 injections of urea stibamine. 


was treated with 


Hypopigmented patches distributed 
Nodules few 


condition : 
Erythema of the face present 
Tongue shows granulomatous nodules formation 


Present 
on the body, 
on the chin 

Findings: L. D. bodies from mucous membrane of the 
tongue and nodules of the chin. Aldehyde test, Chopra's 
test and complement fixation test—all negative 

Case 6—G. C 
tion 3 years. 

Past history: The patient had kala-azar 10 years ago. 
Had incomplete treatment with urea stibamine. 


D., aged 26 years, office assistant, dura 


patches 
Tongue 


present 
and 


Hypopigmented 
Erythema nil. 


condition : 
present. 


Present 
Nodules on the chin 
mucocutaneous involvement nil, 

Findings: Scrapings from nodules show few L. D. bodies. 

Case 7--T.R.S., aged 21 years, H.M. 
tion 3 years. 


cultivator,, dura- 
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Past history: 
treated with 25 injections of urea stibamine 


He had kala-azar g years ago and was 
Present condition : 
Nodules of 
marked 
Findings: L. D from Aldehyde test, 
Chopra's test and complement fixation test for K. A.—all 


Hypopigmented 
sizes all 


patches 
Erythema not 


present 


various over the body 


bodies nodules 
negative. 


Case 8—D., years, H. M., cultivator, duration 


3 years 


Past history: K. A 


aged 12 


5 years ago, incomplete treatment 
Present condition 
Nodules on the body 
Erythema of diffuse nature 
Findings: L. D 
membrane and tongue not involved 
Case g—T. R.B 
10 years 


Hypopigmented patches on the body 


and on the face including the ears 


on the affected areas 


bodies from the nodules. Oral mucous 


aged 21 years, H. M, duration 


Past Kala-azar 12 treated with urea 


stibamine 


hastory years ago 
and 
Nodules 
Granulomatous change 


Present condition 
thema 


axille, 


Hypopigmented 
body 
folds of the elbow and groin 


patches ery- 


face, axille and (extensive) face, 
involving the whole of the tongue diffusely and resembling 
(Fig. 4, vide Plate). L. D. 
seen in smears from nodules in different parts of the body 


including the tongue. 


a carcinomatous lesion bodies 


Case 10—H. M., aged 30 years, H. M., clerk, duration 
3 years 

‘ast history: No history of kala-azar; long continued 
fever, 12 years ago; previous treatment nil. 

Present condition 
trunk 
marked on the 
nodules on the chin 


Hypopigmentation on the body espe- 


flexors of the extremities. Erythema 


of the 


cially axilla 


mask area face. few small 


HISTOPATHOLOGY 

(a) Hypopigmented lesions—The epidermis does 
not show any marked change. The basal layer shows 
decrease in the normal pigment produced by the melano- 
blasts. The subpapillary layer is cedematous, vessels in 
the subpapillary plexus are dilated and there is a peri- 
vascular infiltration with macrophages and round cells. 
Parasites are scanty and cannot therefore be demonstrat- 
ed in smears by ordinary slit method of examination. 
In erythematous lesions, blood vessels are markedly 
dilated in additicn to the above changes. 

(b) Nodular lesion—The epidermis in these cases 
is thinned out and attenuated. The subpapillary ayer 
is edematous and the papillary processes are flattened 
out. In the dermis there is a clear zone at the junc- 
tion of the dermis with the epidermis. Below the clear 
cedematous zone the granulomatous mass consists mainly 
of macrophages and fibroblosts and proliferated blood 
vessels. In the reticular layer the macrophages or endo- 
thelial phagocytes show a large number of parasites in 
them. Some of these cells may attempt to form giant 
cells. Most of these endothelial cells are parasitised 
specially in the superficial portion of the granuloma. 
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In the study of a case treated with 15 injections 
of urea stibamine the section was found to be as follows: 
1. The epidermis was thinned out and attenuated. 


2. (Edema of the subpapillary layer distended the 
epidermis greatly. The clear zone between the epider- 
mis and dermis was marked. 

3. The granulomatous areas instead of being 
diffuse were compact masses having a focal distribution 
separated by fibrous tissue, 

4. The endothelial phagocytes showed very few 
parasites. The cells were large and some of the giant 
cells were atypical showing only a single large nucleus. 


DIAGNOSIS 


The diagnosis depends on the stage of the disease 
In hypopigmented and butterfly erythema—the diag- 
nosis will be chiefly clinical and depends on the clinical 
experience and alertness of the physician. Once doubt- 
ed, a history of kala-azar in the past will greatly help 
in the diagnosis. The smear is often negative in these 
cases but the histopathology might help to a certain 
extent and might shew perivascular infiltration with 
small round celled macrophages. Sandfly feeding or 
culture which are possible in research institutes might 
give a positive finding. 

In the nodular stage the diagnosis is easy by the 
finding of the parasite from the nodule. A few smears 
are prepared from the nodule either by snip or by slit 
method. One of these may be stained with Leishman or 
Giemsa stain and presence of Leishman-Donovan bodies 
intracellular or extracellular will confirm the diagnosis. 
The smear from the nodule is almost always positive. 
In case L. D. bodies are not seen in the nodular lesion 
it is better to stain another by Ziehl-Neelsen 
method for acid-fast bacilli, as nodular lesion of der- 
mal leishmanoid is often confused clinically with lepro- 
matous leprosy and vice versa and presence of acid- 
fast bacilli determines the diagnosis of a lepromatous 
leprosy. When there is any granulomatous nodular 
lesion cr ulceration on the tongue the diagnosis becomes 


slide 


very easy; as in all these cases the smear from the 
lesion always gives a positive result. 

Differential diagnosis—HYPOPIGMENTED PATCHES: 
Should be differentiated from tinea versicolor. The 


lesion in tinea versicolor is scaly and the scraping shows 
the presence of Malassezia furfur. This should also be 
differentiated clinically from neuromacular leprosy 
which will show loss of sensation in the patch on light 
touch. Acid-fast bacilli are usually absent in these 
cases of neuromacular leprosy. 

The butterfly erythema is almost characteristic 
having its typical distribution on the mask area of the 


face and should be differentiated from acne rosacea 
and rhinophyma. 
NODULAR LESION: It is often cconfused with 


lepromatous leprosy. Clinically, a case of lepromatous 
leprosy shows nodule formation on the face and in 
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these cases ears are invariably involved; whereas in a 
case of nodular dermal leishmanoid, nodule formation 
is often seen on the mask area of the face with erythema 
of the area and the ears, although not totally exempt- 
ed, often escape. 

The presence of L. D. bodies in the smear of 
dermal leishmanoid and acid-fast bacillus in leproma- 
tous leprosy will definitely confirm the diagnosis. 

Treatment: The course of treatment is longer 
in these cases than in kala-azar, Again the treatment 
is more specific in the nodular stage of the disease than 
in the hypopigmented and erythematous types. A pro- 
tracted course of about 50 injections of urea stibamine 
or any other aromatic antimony compound is _neces- 
sary to cure a case of nodular type. Administration of 
nicotinic acid or nicotinamide may cut short the course 
of treatment. 


DIscuUSSION 


Out of 10 cases in the series 7 were previously 
treated with urea stibamine and one with eleven injec- 


tions of stilbumidin but the remaining two did not give 


any history of kala-azar in the past; the latter two 
cases therefore fall in the group of cases who were 
spentaneously cured from kala-azar without any treat- 
ment. 

Granulomatous nodules in the tongue were seen 
in 3 out of 10 cases and therefore appear.to be more 


common in Assam than in Bengal. One of these cases 
showed a diffuse granuloma of the tongue and resem- 
bled one of carcinomatous growth. 


Complement fixation test (Sen Gupta Chopra's 
antimony test and aldehyde test were done in 6 cases 
and all the tests were negative in them. 


Parasite: The condition of dermal leishmanoid is 
a sequela of visceral leishmaniasis. Leishman Donovan 
bodies are not sufficient to be detected in smears in the 
hypopigmented or erythematous stage but their presence 
can be demonstrated by sandfly feeding and the pharyn- 
geal and buccal cavity of the sandfly show leptomonad 
form of the When the granuloma is_ well 
established a large number of parasites are seen in 
endothelial phagocytes or macrophages—also known as 
clasmatocytes. (The process of evolution of this gra- 
nuloma will be described in another paper with special 
reference to the spleen is kala-azar). 


parasite. 


Theories have already been advanced that in vis- 
ceral leishmaniasis the parasites are viscerotropic where- 
as the parasites in dermal leishmanoid are dermetropic. 
On the other hand, parasites are purely dermotropic in 
and are limited to the skin 

causing destructive lesions and ulcer formation. 
Differences that are observed between visceral and 
dermal leishmanoid are that there is increase of euglo- 
bulin in cases of visceral leishmaniasis and consequently 
albumin globulin ratio of serum is altered and clinical 
tests of kala-azar, namely, complement test, etc., are 


the case of oriental sore 
only 


459 — 


| 
— 


DEY AND KUAR 


positive. In case of dermal leishmanoid, these changes 
are absent and might be due to the fact that reticulo- 
endothelial cells in these cases show multiplication and 
phagocytosis without production of any circulating 
antibody. This might be due to some barrier in the 
reticulo-endothelial cells of the skin or the reaction may 
be more of a cellular than humoral nature; the 
latter being a predominant feature in viscera! leishma- 
- niasis. To be more precise in the process of evolution 
of dermal leishmaniasis the following conception may 
help us in explaining the whole process. 

Workers in China demonstrated L. donovani in the 
skin of a large percentage of cases of visceral leishma- 
niasis but this is not the case in Indian kala-azar cases. 
It is quite conceivable that an infected sandfly which 
subsists on fruit or plant juices bites a person, and 
some of the leptomonad form of the parasite escape 
into the blood circulation and are destroyed by a process 
of phagocytosis but the majority of them would grow 
in the reticulo-endothelial cells of the skin as leishmania 
form and undergo multiplication there. This may be 
called the previsceral cycle. This stage may continue 
for 3 weeks to several months during the incubation 
period of kala-azar till there is general mobilization of 
the reticulo-endothelial cells, as in typhoid, malaria or 
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other conditions—which help in the process of generali- 
sation. Epidemic outbreaks of malaria in the seventies 
according to Rogers (1908), determined the original 
Assam epidemic of kala-azar. The epidemic influenza 
of 1917-18 preceded the last extension of kala-azar in 
this province. 


As genefalisation occurs these parasites may find 
their abode in the reticulo-endothelial cells of the spleen 
and other internal organs producing a condition of 
visceral leishmaniasis. This cycle may be called the 
visceral cycle. 


The visceral multiplication of the parasite may con- 
tinue but with the treatment the vagrant parasites in 
the viscera would die and some of them might again 
find a suitable nidus in the reticulo-endothelial cells 
of the skin to multiply there. This may be called the 
exovisceral cycle. Parasites in this condition are 
more refractory to treatment due to the fact that they 
find better protection in the reticulo-endothelial cells of 
the skin than in the viscera. The visceral cycle may 
not be well marked or essential in certain cases and this 
might explain dermal leishmanoid without any previous 
attack of kala-azar in some cases. The whole concep- 
tion has been schematically represented. 


ScuHeMatic REPRESENTATION 


(Dermal leishmanoid; 
euglobulin. 


no increase of humoral antibody or 


Clinical tests are negative. Reaction is of a 


cellular nature. These cases are more refractory to treatment 


than visceral cases) 


(Production of visceral leishmaniasis, increase of 


euglobulin in blood and clinical tests positive). 


SUMMARY 

In this series, 10 cases* of dermal leishmanoid are 
recorded and one of these showed the condition after a 
course of 11 injections of stilbamidine and 7 after anti- 
mony treatment, 2 cases did not give any history of 
kala-azar or its treatment at all. 

(2) Granulomatous nodules of the tongue were 
found in 3 out of ro cases and the incidence therefore 
appears to be more common than in Bengal. 

(3) Histopathology of a case after treatment is 
recorded. 


*Three more cases were recorded since writing this paper. 


(4) A probable explanation of multiplication of 
parasite in the skin producing dermal leishmanoid is 
suggested.* 
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SPECIAL ARTICLE 


PHYSICAL MEDICINE AND REHABILI- 
TATION—A NEW SPECIALITY 
C. VYAH, 


Orthopaedic Department, General Hospital, 
Madras 


In the United States of America where statistics 
are fairly accurate, in a population of 150 million, it is 
estimated that 23 million persons are handicapped either 
by disease or accidents of which 2-6 million are due 
to orthopedic conditions and 6-8 million due to 
rheumatism and 7 million due to heart conditions. 
The rest belong to other diseases. The number of 
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civilians handicapped is much bigger than that due to 
the war injuries. For example, there were 19,000 
amputees in World War II, while the number of 
civilian amputees during that period was 120,000. 

The departments of physical medicine and rehabi- 
litation which were organised in military hospitals for 
getting back the injured soldiers to their jobs early 
were found to be very useful and they were continued 
in these hospitals after the end of the war, for rehabi- 
litating the disabled soldiers. Finding the necessity of 
rehabilitation for civilian patients because of the large 
number of the handicapped, civilian hospitals in all 
states have instituted this department to serve their 
patients. The universities have also started both 
under-graduate training and post-graduate training in 
this speciality. This speciality has been recognised in 
the U.S.A., as any other speciality, e.g., E.N.T., 
ophthalmology, venereal diseases, etc. 

The American Medical Association in 1949 adopt- 
ed a council of physical medicine and rehabilitation and 
instituted a board for certifying practice in this new 
branch of medicine. 

The statistics in India are not available. As our 
population is about 400 million, the handicapped, 
considered on analogy with that of the U.S.A, should 
be about 60 million. Even granting that this figure is 
too high, there will be at least 30 million of the dis- 
abled. In the U.S.A. at present almost every hospital 
has a rehabilitation department, whereas in India not 
even one hospital has such a department; there may 
be one or two in Northern India, but there is none 
so far in Southern India. It is hoped that the Gov- 
ernment will realise this and start at least one such 
in each State. 


The rehabilitation of the handicapped is economi- 
cally paying too. A nice example is the rehabilitation 
centre started by the Liberty Mutual Insurance Com- 
pany of Boston. It has instituted a physical medicine 
rehabilitation centre which has been working for the 
last five years. It was found, that even after paying 
compensation for the disabled worker, it was profitable 
to rehabilitate him at their own cost so that he will be 
back at work. This.is the best example to show that 
rehabilitation pays its dividends in spite of the initial 
expenditure. 

‘Physical medicine is defined as that branch of 
medical science concerned with the use of physical 
measures in the diagnosis and treatment of disease or 
injury; the physical measures used are usually classified 
as heat, light, water, electricity and exercises’’. 

“Rehabilitation is defined as the restoration of the 
handicapped to the fullest, physical, mental, social, 
vocational and economic usefulness of which they are 
The rehabilitation includes the employment 


capable’. 
adjustment and 


‘of physical medicine, psychological 


vocational retraining in an attempt to achieve maximal 
function and adjustment of the 


individual and to 
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prepare him physically, mentally, socially and voca- 
tionally for the fullest possible life compatible with his 
abilities and disabilities’. 

Dr. Haward A. Rusk of New York has popu- 
larised the new concept, ‘‘the third phase of medicine’ 
which takes the patient from the bed to the job, the 
first two phases being the preventive, and the diagnostic 
and treatment phases. It is emphasised that the third 
phase of medicine is as much a responsibility of the 
profession as the remaining two, if not more. The 
physician must take the responsibility to restore the 
sick and wounded*to maximum usefulness in the mini- 
mum time. 


SCOPE OF THE SPECIALITY 


rehabilitation are the 


The patients that require 
following : 

(1) Orthopedic patients; (2) Amputees; (3) Hemi- 
plegics; (4) Paraplegics; (5) Infantile paralysis patients; 
(6) General palsy patients; (7) T. B. patients; (8) Deaf, 
dumb and blind cases; (9) Chronic medical patients. 

Most of the patients require training in ‘‘activities 
of daily life’. This training helps the disabled to take 
care of himsslf without an attendant’s help. 

These comprise (1) Bed activities such as moving 
from place to place in bed and ability to sit erect; 
(2) Toilet activities; (3) Eating and drinking; (4) 
Ability to dress and undress such as tying shoe-laces, 


manipulaticn of buttons; applications and removal of 


braces, etc.; (5) Hand activities such as winding a 
watch, using various door knobs; (6) Wheel chair 
activities, getting from the bed to wheel chair and 
wheel chair to bed; (7) Elevation activities, getting 
into erect position, walking with crutches, climbing the 
steps, getting into or alighting from a bus, walking on 
the pavements and/or on uneven ground, etc. 

The above activities help the disabled to gain 
physical independence which is very essential to gain 
economic independence at a later stage. 

The rehabilitation of the orthopedic 
mostly comprises, in addition to the above, improve- 
ment of muscle power which helps to increase joint 
range and also gives ability to the weak-joints. 

The rehabilitation of the amputees should 
soon after the healing of the stump. In the 
stages it consists of reconditicning the stump for fitting 
up prosthesis and prevention of flexion and abduction 
contractures of the stump as these make limb fitting 
difficult. Before the limb is fitted the patient must be 
taught crutch walking and it is said that the limb should 
not be fitted until the amputee has learned the ‘‘swing 
through’ gait. After fitting of the limb the amputee 
must be given vigorous training in climbing-up steps, 
walking on uneven surfaces, getting into or down from 
the vehicles, etc.; if such training is not given the 
amputees find a nice place for the artificial limb in a 
cupboard rather than fitted to his stump. 


patients 


start 
early 
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The hemiplegic patient shew ld be started on 
rehabilitation soon after he recove:n ; from the attack, 
in the early stages prevention of de-fc »rmities of the foot, 
arm and hand by proper splinta ge and later speech 
training if it is lost, and also trainin g in the use of the 
left hand for writing, eating, dressin g hair, etc., in case 
the right hand is paralysed. A) nbulation training 
should be started after fitting a short leg brace to 
correct foot drop. 


A spinal paraplegic patient presents additional 
problems because of loss of conti‘ol of the bladder and 
rectum and also loss of sensation ‘wh sich produces trophic 
ulcers. Excellent work is done isa the U.S.A. and U.K. 
with regard to rehabilitation of th» paraplegic patients. 
The ulcers are treated by ful! thickness grafts. An 
artificial urinary bladder is att iclied to one of the legs 
to prevent dribbling of urine; later braces are fitted 
with pelvic bend for ambulaticm and training in stand- 
ing, crutch walking, fourpoint ; zai t, swing-to gait, swing- 
through gait. All aleng this trai ning he will get voca- 
tional training. The total peric d of rehabilitation in 
paraplegics extends from one t@ two years. 


In anterior poliomyelitis » patients rehabilitation 
must be started in the convaleaa nt stage. Proper posi- 
tioning in bed to prevent deform ities, by (1) foot board 
or posterior leg splint to preve it foot drop; (2) sand 
bags to prevent outward rotation of the affected leg; 
(3) a pillow in the axilla to }>1 event adduction of the 
shoulder; (4) muscle re-education for recovery of the 
muscles. The residual paralysis must be treated by 
proper appliances or suitable operative procedures. — 

The cerebral palsy prograintne should be a separate 
one as most of them are mentally backward. Training 
in ‘‘activities of daily life’’ is the main aim in rehabili- 
tation and in high I.Q. cases educational programmes 
are undertaken. Operative ‘re-atment for correction 
of deformities is not of much tse. By fitting suitable 
appliances these patients can bi? made to move about 
more happily. 


In tubercular patients soon after operative proce- 
dures such as thoracoplasty, etc., exercises in bed are 
prescribed to prevent deformities. Later work-tolerance 
is built up gradually so that they can do light work 
for earning their bread without exerting too much. 

Rehabilitation of patients with chronic medical 
diseases such as Parkinsonism, myopathics, and other 
neurological patients can also be undertaken with a 
view to make their last years of life happy. 

The rehabilitation of the deaf, dumb and blind is 
beyond the scope of this paper. 

For a total rehabilitation to be carried the follow- 
ing sections are essential: 

(1) Physical medicine, (2) physiotherapy, (3) occu- 
pational therapy, (4) social service, (5) psychotherapy, 
(6) speech therapy, (7) Vocational guidance and educa- 
tion and planned recreation, (8) job placement, 
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The section of , physical medicine helps to treat 
patients by means @€ whirlpool bath, electrical stimula- 
tion, ultra-short wave therapy, paraffin bath, etc. 
Any one or all of ? them can be used in a particular 
patient depending ‘upon his condition and disability. 


The physical therapy section is the most important 
one. Treatment «cnsists of the following: body re 
conditioning exe. rises, massage, activities of daily life, 
standing balance walking in parallel bars, crutch 
walking, climbin g up and down the staircases, use of 
appliances, etc. This treatment forms the basis for any 
other activity. 


The occu; »% tional therapy section consists cf 
knitting, leathe: work, carpentry, painting, type 
writing, sewing, printing, etc. This is to be of use both 
for recreational. therapy as well as curative treatment; 
fcr example, a. patient with stiff fingers and wrist can 
be given knittas 9 work or leather work or typewriting, 
etc., so that tf © fingers are exercised automatically 

The soca 
problems andl 


| service takes care of these domestic 


arranges treatment in various hospitals 


and also am anges financial help from any of the 
philanthrepwe organisations. 

The pss hotherapy section attends to the patient's 
psychological problems consequent upon the disability 


and prepares him for future vocational training 


Vocate ial guidance and education and job place- 
ment are @ .ost important aspects of the rehabilitation 
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& REHABILITATION 


of an individual. After rehabilitatien if the individual 
is not kept occupied he will vegetate in his home and 
all the energy, time and money spent on him for 
rehabilitation will be a complete waste. The Govern- 
ments of the U.S.A. and U.K. have enacted a legisla 
tion that in all big industries in the country a small 
percentage of their employees must be disabled persons 
who were rehabilitated. Now most of the 
employers agree that a disabled employee proves to be 


suitably 


EXERCISE 


OverRHeAD PULLEY 


Four slings are suspended from the railings of the cot on 


top into which the legs are placed and given abduction 


and adduction movements Generally used in cases of 
polio to improve the muscles and in spastic cases to 
improve the movements Here is a polio patient exer 


cising the leg 


Bars 


Here a sase of polio is seen cycling Rehabilitation is not complete unless In front of the parallel bars is a 
The leg s are tied to the pedals to one is at least fit enough to attend fixed full-sized mirror to enable the 
avoid s ipping of feet and then en- to his daily needs and getting up patient to watch his gait and im 
courage i to cycle to improve the the steps is an unavoidable daily prove defects without much guid- 
muscles Very effective and attrac- routine in everybody's life what ance. This exercise can be employed 
tive to children as they are fond of ever may be the vocation. Here i for hemiplegics, paraplegics and also 
cycling and unawares exercise the a spastic case learning to use th post-operative cases of fracture neck 
mus Jes without much strain steps of femur, arthritis knee, etc. 
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STATIONARY CYCLE 


Fincer EXERCISE WITH 


COUNTERWEIGHT 


Watt Puttey Exercise 


Can be used for various purposes to 

exercise elbow, shoulder and knee. 

Here a case of stiff elbow is seen exer- 
cising the elbow and shoulder. 


Wrist Exercise Type 


Here is a case of Colles’ fracture exer- 
cising the wrist after the treatment 
more efficient in his own work as compared with a 
normal individual in the same type of work. 


A physical therapy section has been functioning 
in the Madras General Hospital, for the last one and 
half years. Though handicapped due to lack of equip- 
ment and proper help a small beginning has been made 
with a fond hope that one day a full fledged department 
will come into existence. 


The type of cases tackled here belong to the same 


Care of contracture fingers due to 
various causes can be given exer- 
cise with full benefit 


Can be used to improve quadriceps 
muscles. Here is a case of fracture 
neck of femur cycling. He was 
treated in pin traction and was also 
given quadriceps drill in bed. 


Pec Lec wits Device to Benp at THE KNEE 


Here is an amputee seen standing in one and sitting 
in another 


varieties as in the classification—large number of polio 
cases, orthopedic patients, hemiplegics and cerebral 
palsy cases have been treated with success and encour- 
aging results. A caliper peg leg has been tried for 
amputees which answers the qualification that it should 
be cheap as well as useful. Training in ambulation, 
crutch walking, getting up and down the steps is 
given. The illustrations speak about the effarg that 
are being done here to rehabilitate the disabled with 


the available facilities. 


{ 
3 
| 
| 
Ain” 


JOURNAL 
I. M. A. 


ACKNOWLEDGMENT 


I must thank Dr. V. R. T. Swamy, m.s., 
M.CH.(ORTH.), Professor of Orthopaedics, Madras Medical 
College & Orthopedic Surgeon, Government General Hospital, 
Madras, for giving me the needed help in the preparation of 
this paper. My thanks are also due to the nursing staff of 
the orthopedic department who actually help in treating the 
patients in addition to their normal work. 


F.R.C.S., 


CASE NOTES 


MULTIPLE INTUSSUSCEPTIONS OF 
THE SMALL BOWEL DUE TO 
POLYPOSIS OF THE SMALL 
INTESTINE* 


N. R. AMESUR, F.R.C.S.(ENG.), 


Formerly Resident, The Mount Sinai Hospital, 
New York 


Neoplasms of the small intestine are seldom en- 
countered in surgical practice and their rarity is con- 
firmed by the paucity of the published cases. They are 
rather regarded as surgical curiosities and are seldom 
considered in differential diagnosis, when investigating 
a case of vague abdominal pain. Most of the simple 
tumours are discovered accidentally in the operating 
room or by the complications—intussusceptions, kinks, 
obstruction, volvolus or painless malana—to which they 
not infrequently give rise. 


The least rare of the simple tumours of the small 
bowel, is an adenoma. The following is the report of 
a case of multiple polyposis which was admitted on the 
service of Dr. Daniel Luger at the Mount Sinai Hospital. 


Case Report 


A married female aged 45 was admitted on July 28, 1951, 
with severe abdominal pain, retching, nausea and vomiting 
since 6 a.m. Her symptoms became worse at 3 p.m. when 
her family physician sent her to the hospital. 


Past history revealed that she had a similar but more 
severe attack on January 11, 1943 for which she was ope- 
rated. She was told that she had a small bowel intussuscep- 
tion due to polyposis, the bowel involved was gangrenous 
and therefore was resected. She had been well till Decem- 
ber 27, 1947, three days after delivery, when she started 
getting similar but mild attacks. Since then she had been 
getting similar mild as well as severe attacks off and on, 
varying at intervals 1 to 3 months. She had been relieved 
of severe attacks by hypodermic injections till the present one 

Patient looked pale, listless and complained of severe 
clicky abdominal pain across the subumbilical and suprapubic 
regions. Her tongue was coated and dry. Temperature 96° F., 
pulse 64 p. m., respiration 18 p. m., B. P, 130/80 mm. Hg 
Skin was cold and clammy. 


*Read at the 29th All-India Medical Conference held at 
Patna, December, 1952. 
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On examination abdomen moved freely on respiration 
and a large globular swelling about the size of a grape fruit 
was present in the subumbilical and suprapubic region. On 
palpation this swelling proved to be undulated and presenting 
peristaltic waves. It was slightly tender to touch but there 
was no abdominal muscular rigidity or rebound tenderness. 
The swelling did not move with respiration but could be dis- 
placed an inch or two across the abdomen and also in a plane 
at right angles to this. The swelling was tympanitic to per- 
There were increased peristaltic sounds. Rectal 
examination revealed a palpable mass whose lower border 
could be felt by the palpating finger. There was no blood 
staining discharge or stain on the palpating finger. 


cussion. 


Laboratory Findings—Btoop: Haemoglobin, 11-9 gms. 
W. B. C. 8500: Differential Coust—Polymorphs 83 per cent 
(Segmented 73 per cent and Non-segmented 10 per cent); 
Lymphocytes 8 per cent; Monocytes 8 per cent; Eosinophils 
1 per cent. 


X-ray: For intestinal obstruction series revealed, several 
dilated loops of small bowel high on the left side of the 
abdomen containing fluid and air. There was also a small 
amount of air in the right colon. The appearance was sug- 
gestive of incomplete small bowel obstruction. 


Treatment—In view of the fact that the obstruction was 
incomplete it was decided to treat the patient conservatively. 
Miller-Abbott tube was passed. I. V. fluid therapy was 
started. Demerol was given as a sedative. 


On July 29, the patient was again x-rayed, the tip of 
Miller-Abbott tube was located in the proximal part of 
the jejunum. There was more gas in the colon this time. Conser- 
vative treatment was continued. 


On July 30, x-ray revealed, the tip of Miller-Abbott tube 
in the ileocecal region. There was still a small amount of air 
in the several loops of the small intestine. There was consider- 
ably more gas in the colon. 


Physical examination still revealed palpable mass in the 
subumbilical and suprapubic area with visible peristalsis, 
though the patient did pass some flatus rectally. 


On July 31, her condition remained the same. 


Laboratory findings—Blood urea nitrogen 12 mgm. per cent 
Blood chlorides as sodium chloride, 98 mgm. per cent. Total 
blood proteins 6-7 gm. per cent. 


500 c.c. of blood were transfused and the patient was 
prepared for operation on Aug. 1, 1951. 

Operative findings: Four small bowel intussusceptions 
(jejunum and ileum) were noted but the Miller-Abbott_ tube 
had passed through all the intussusceptions. The intussuscep- 
tions were reduced. Multiple polyps were noted in the small 
bowel, the proximal being about 3 to 4 inches from the 
duodeno-jejunal flexure and the distal being about 3 to 4 
inches from the ileocecal junction. The 12 polyps of the 
small bowel were locally excised. Incidentally, 2 polyps were 
noted in the sigmoid colon which too were locally excised. 
No polyps were noted in the stomach and transverse colon. 


Pathology report: (A) Twelve adenomatous polyps of 
small intestine. (6) Two pedunculated adenomatous polyps 
of the sigmoid colon. 


The patient made an uneventful recovery. 
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BRONCHIECTASIS IN A CHILD 
With Notes on Pathology 


D. J. REDDY, m.v., 


Professor of Forensic Medicine, 
Andhra Medical College, Visakhapatnam 


Bronchiectasis meaning dilatation of the bronchus 
is primarily the result of inflammatory destruction of 
the bronchial wall. Bronchiectasis was first described 
by Laennec in 1819, though his assistant Cayol recog- 
nised the condition in 1808. Although it is relatively 
a common morbid condition much attention has not 
been paid by the pathologist in the study of patho- 
genesis and pathology of the lesion. The pathologist 
is acquainted with the morbid anatomy in the late 
stages of the disease when the patients often present 
the classical clinical syndrome of bronchiectasis. ‘“With 
the advances in chest surgery, the surgical material in 
these cases are bound to further the study of the patholo- 
gist in understanding the morbid anatomical evolution 
of bronchiectasis, The reconstruction of the disease 
from the operated and autopsy material with a view 
to indicate the pathology and pathogenesis from the 
initial to the terminal stages of the disease is yet to be 
done by the pathologist. 


Early and incipient lesions of bronchiectasis are 
clinically and radiologically indistinguishable from 
asthma, bronchitis, viral pneumonia and tropical eosino- 
philia. This stage of bronchiectasis is characterised by 
progressive destruction of bronchial wall, with varying 
but minor grades of bronchial dilatation and accumula- 
tion of secretions not large enough to stagnate and 
produce the foetor oris typical of disease in late stages. 
A knowledge of the morbid anatomical evolution of 
bronchiectasis will enable the clinician to recognise a 
stage when the pathological process is reversible and 
appropriate treatment may arrest further destruction of 
the bronchi. 


Material—Out of 150 medicolegal necropsies con- 
ducted by the author for the years 1949-1952, three 
cases of bronchiectasis, two in adults and one in an 
infant aged 2 years were encountered. The recognition 
of bronchiectasis in these cases was an incidental find- 
ing as in one death was due to aconite poisoning and 
in the other two due to some unforeseen accidents. 
Although several papers have been published on the 
xtiology, morbid anatomy and other aspects of bronchi- 
ectasis the detailed autopsy findings in an infant are 
recorded below for it presents a picture of the several 
stages of bronchiectasis and to impress the fact that 
medicolegal postmortems offer excellent material in 
fresh state for the detailed study of such morbid 
lesions. 

Case Report 

A male infant aged about 2 years slipped down from his 
mother’s waist and expired a short time later on 2-6-52, when 
the father-in-law attempted to assault the mother of the 
infant 


Main Autopsy FinpinGs Inclusive or Moreip Histo- 
LoGy: Multiple abrasians were seen over the arms and face. 
The lips and finger nails were cyanotic. 

They were spongy and 
colour 


Lungs—Each lung weighed 4 ozs. 
crepitant. Sectioned surface was greyish white in 
The lumina of the terminal bronchioles were gaping and their 
diameter varied from one to three millimetres instead of the 
normal 0-5 mm. Exudate could neither be seen nor squeezed 
out of the bronchioles. Bits of lungs did not sink in water. 


Routine sections of the lung from single paraffin block 
stained by eosin and hematoxylin revealed extensive inflam- 
matory destruction and dilatation of the bronchioles. With 
a view to study the grades of bronchiectasis, multiple s°c- 
tions from twelve paraffin blocks comprising both the lungs 
were studied. Without exception all the terminal bronchioles 
showed inflammatory destruction and dilatation. In some 
fields (magnified forty times) three such bronchioles could be 
seen (Fig. 1, vide Plate). In the milder types the bronchiole 
was seen uniformly distended and circular in shape, the lining 
epithelium was either intact or shed into the lumen. The myo- 
elastic layer was intact. The bronchial wall beyond it, was 
infiltrated with three to four layers of chronic inflammatory 
cells with hardly any fibrous tissue (Fig. 1, vide Plate). In 
some places the bronchial lumina were filled with inflammatory 
exudate. The myo-elastic layer was fragmented and in some 
totally disappeared. Abundant new capillaries and broad band 
of chronic inflammatory cells and fibrous tissue distorted the 
bronchial wall. These bronchioles were either elongated (some 
into cylindrical form (Fig. 2, vide Plate) or constricted in the 
centre in the form of a dumbbell. (Figs. 3 and 4, vide Plate). 
In spite of this severe destruction of the bronchial wall, it is 
surprising that the lining epithelium was intact, and 
tenting over the newly formed subepithelial fibrous tissue 
(Fig. 3, vide Plate). The bronchiectatic cavities as seen uncer 
the microscope were either circular or finger glove pattern. 
Only one bronchiole in the several sections examined showed 
stratification of the lining epithelium and myo-elastic layer of 
the bronchiole was not disrupted by inflammatory reaction 
(Fig. 5, vide Plate). The alveolar septal walls were densely 
infiltrated with chronic inflammatory cells and markedly thick- 
ened. The alveoli themselves contained no exudate (Figs. 1 
and 6, vide Plate). In a few zones the interstitial reaction 
was large enough to constitute circumscribed areas of intersti- 
tial pneumonia. The inflammatory infiltrates were totally 
devoid of eosinophils. The arterioles adjoining the bronchi- 
ectatic cavities showed either initial endarteritic or marked 
periarterial inflammatory reaction (Fig. 6, vide Plate). One 
of the sections showed septic thrombi in three adjoining pul- 
monary veins (Fig. 7, vide Plate). 

Brain and Membranes—The duramater was unusually 
adherent to the vault of the skull, otherwise the appearance 
of the brain was that of a normal one, 


The liver, kidneys and spleen were congested. 


Morsitp Anatomicat DiaGnosis: ‘‘Bronchiectasis of both 
the lungs and septic thrombi in the pulmonary veins’’. 


COMMENT 
Bronchiectasis in the infant was of diffuse type 
and bilateral. The bronchial dilatation was minimal 
and could just be spotted by the eye over the sec- 
tioned surface of the lung. Bronchiectasis observed 
was of circular or finger glove type. Although the 
inflammatory reaction of the bronchial wall was 
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Fig. 1--Showing portions of three bronchioles — sites of 

inflammatory destruction and dilatation. The alveolar 

walls are widened by inflammatory cells H& Ew so 

and patchy areas of interbronchial consolidation of lune 
parenchyma are illustrated 


Fie. 2 Showing denudation of lining epithelium, destruc 
tion of the bronchial wall and infiltration with round cells 
HA 


Fig. 3—Showing inflammatory destruction and elongation Fig. 4— Showing distortion and constriction of the bron- 
of the bronchiole with increase in subepithelia! fibrous chiole at its centre by the wide band of inflammatory 
tissue. The lining epithelium is intact The lumen is reaction Ihe lumen is partially filled 


with exudate 
partially filled with exudate H& Ex 100 H&l low 


REDDY — Bronchiectasis in a child (pp. M6647) 
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variable, it was severe enough to distort the majority of 
the terminal bronchioles. While the lining epithelium of 
many bronchioles was desquamated, it is surprising to 
observe the tenacious persistence of it in a few although 
the wall was extensively damaged by inflammatory 
reaction. That the condition was clinically occult in 
the infant is supported by the fact that the bronchial 
dilatation was of minor degree and inflammatory exu- 
date was present in only a few of these bronchiectatic 
cavities. The observation of an intact myo-elastic layer 
in a good number of the bronchiectatic lesions suggests 
the possibility that it is a reversible change provided 
appropriate treatment is given. This stage of the lesion 
is by chance spotted by bronchography using lipiodol 
as the contrast medium. Definite squamous metaplasia 
was not encountered in the several sections of the lungs 
studied belonging to the infant and the other two cases. 
The lining epithelium of one bronchiectatic cavity 
showed stratification of cubical epithelium. This is 
consistent with the observations made by Gault e¢ al 
(1952) that squamous metaplasia is an_ infrequent 
finding in bronchiectasis. Bronchial obstruction and 
atelectasis, responsible for the initiation of bronchi- 
ectasis were not observed and are not likely to be 
encountered in well established cases of bronchiectasis. 
Weakening of the bronchial wall caused by the inflam- 
matory destruction of the myo-elastic layer is princi- 
pally responsible for the irreversible bronchiectatic 
change similar to the formation of syphilitic aneurysm 
of the aorta. The finding of septic thrombi in pulmo- 
nary veins only illustrates the ever-threatening danger 
of metastatic brain abscesses so common in_ bronchi- 
ectasis. Careful search of sections of lungs in all cases 
of bronchiectasis is bound to disclose septic thrombi in 
the pulmonary veins. 


SUMMARY 


The gross and histological findings of the several 
grades of bronchiectasis encountered in an infant are 
recorded. The part played by the inflammatory des- 
truction of bronchial wall in the development of bronchi- 
ectasis is emphasized. 

The author acknowledges with pleasure 
the help rendered by the photo-artist, Mr. A. S. Edwin. 
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LAURENCE-MOON-BIEDL SYNDROME 


L. P. AGARWAL, M.B., D.O., D.O.M.S., 
Lecturer in Ophthalmology, Medical College, Agra 


The case reported is of interest as very few cases 
of typical Laurence-Moon-Biedl syndrome in women 
have been quoted in the literature, 

Laurence and Moon (1866) reported 4 cases, 3 
males and 1 female for the first time and being inter- 
ested in ophthalmology stressed the importance of 
retinitis pigmentosa, associated with shortness of 
stature, obesity, mental retardation, and an orthopaedic 
deformity, t polydactylism and a peculiar gait. 
Hutchinson (1900) later on from analysis of his cases 
added hypogonadism in females to the syndrome. 
Bardet (1920) reported two patients while Raab (1924) 
stressed the presence of mental retardation in these 
cases. Study of the data of these reviews and of 
individual reports of patients indicate that there are 
certain other congenital anomalies, viz., syndactylism, 
night blindness, nerve deafness, oxycephaly, brachyce- 
phaly, kyphoscoliosis, genu valgum, congenital heart 
disease, dwarfism, coxa vara, ataxia, nystagmus, 
strabismus, pes planus, gynecomastia, scanning 
speech, various disturbances of gait, hydrocephalus, 
ptosis, facial palsy, lordosis, cyanosis and adiposis 
dolorosa. Anderson (1941) in quest of the causes of the 
syndrome performed in 1936 autopsy of six such cases, 
out of which 3 showed some abnormalities in pituitary, 
while findings in hypothalamus have not been remark- 
able. Recently Keifer et al (1950) tried to separate the 
typical ones from those who did not show hypogeni- 
talism. 


Case Report 


The patient named C., aged 16 a Mohammedan 
female, complained of night blindness about 15 months back 
which lasted for a few months leading on to marked diminu- 
There has been no history of any severe ill- 
ness, blood loss, acute exanthemata or Vincent's 


angina in the past. She had frequent attacks of malaria. 


years 


tion of vision 
massive 


About 1} years ago the mother of the patient died and 
after that these complaints started. She is the only surviving 
child out of the eleven children of her parents who were born 
at full died between the first month of life 
and five years. None of the other children had any 
physical deformity or night blindness. No family history of 
the condition could be The whole syndrome seemed 
to have been precipitated by psychic trauma 


term and 


traced 


On local examination heterotropia was found with slight 
nystagmus at irregular intervals. There madarosis of 
both the lower lids, pupils were dilated and sluggish to react. 
Only perception and projection were present, no finger count- 
ing or distant vision were there. Media were clear, the disc 
retinal vessels were thin and tortuous, 
only up to a short distance from the disc. Fundus 
was tassellated and pigmentation was present, most marked 
towards the equator; smaller pigment granules were present 
in the macular region. 


467 — 


was 


was myopic and pale 
visible 


‘ 
| 
. 


M. A. 


On general examination the patient was found to be 
short statured, obese and polydactylism was present in all the 
four limbs. The patient had a slightly idiotic look. The dis- 
tribution of fat was most marked under the neck, shoulders, 
abdomen and buttocks. The feet were flat. The mental 
development was below average, she was timid in nature, 
and showed expressions of sorrow or happiness on petty 
things; she had distaste for certain fruits like banana and 
cherries, etc. The breasts were very much less developed 
when compared with the same of a normal child of that age. 
(Figs. 1 and 2, vide Plate). No pubic hairs could be seen, 
and external genitalia were very much smaller. The rectal 
examination revealed a small sized uterus. 


General blood picture did not show any abnormality. 
Total W.B.C. count was 5,100 per c. mm. with polys 69 per 
cent, lymphos 29 per cent, monocytes 1 per cent and eosino- 
phils 1 per cent. Total R.B.C. count was 4,080,000 per 
c.mm. Hemoglobin was 4:5 gms. per 100 Blood 
cholesterol 143 mgm. per cent; x-ray of the skull did not 
show any abnormality. Fasting blood sugar 135 mgm. per 
cent. For B.M.R. the patient did not co-operate. 


c.c. 


Death of the patient’s mother seems to be the precipi- 
tating cause of the condition in this case as from her father's 
statement it transpired that she remained very much quiet 
for 3 to 4 months after the death of her mother and there- 
after mental deficiency was observed and she gradually lost 
acuity of vision. 
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INTRAOCULAR FOREIGN BODY 
S. C. ROY, m.s., 
Asansol, West Bengal 


Haripada Roy, aged 50 years, came to me on the morning 
of 20-11-51 with the history of a penetrating injury in his 
left eye. 


He was inspecting hammering of an engineering machine 
on the previous evening. A piece of iron (rivet) got detached 
from the machine and hurt his left eye. At the time of the 
accident he had a little bleeding from the eye and a sharp 
pain was felt for a few hours only. He consulted me the 
next morning. 


On examination it was found that there was a cut of the 
conjunctiva at the limbus at the nasal side and penetrating 
injury of the sclera extending for 8 mm. from the limbus. 
The scleral wound was zigzag in shape with rugged margins. 
The ruptured area was covered with some portion of healthy 
conjunctiva and it was under cover of the upper eyelid. 
Through the scleral rupture the ciliary body was presenting 
and some vitreous was coming out. On examination with a 
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corneal loupe it was found that just under cover of the ciliary 
body a small hard thing was shining through. The scleral 
wound was roughly 8 mm. in length and 2 to 3 mm. in width. 
Curiously enough there was no mark of injury on the lids or 
other adjacent structures. The anterior chamber was deeper 
than normal, the aqueous was clear, the pupil was oblong 
in shape being drawn up and in. 


The patient was operated on that evening, i.e., 24 hours 
after the accident. 


Operation—Under local cocaine drops and facial and 
retrobulbar novocaine injections the wound was cleaned and 
the foreign body was extracted with forceps taking special 
care to prevent further A big irregular 
shaped iron piece came out which measured a little more than 
half an inch in length and one-tenth inch each in width and 
thickness. It was lodged inside the eyeball obliquely from 
one end to the other just grazing the posterior surface of 
the lens. 


loss of vitreous 


The scleral wound was sutured with two stitches of fine 
silk in atraumatic curved eyeless needle. The wound was then 
covered by a complete conjunctival hood so that the wound 
was completely covered by the conjunctiva. 


The reflex from inside the eye which was clear so long be- 
came yellowish and turbid as the foreign body was extracted 
Immediately a conjunctival injection of penicillin solution 
was given. 


After the operation the patient was put on sulpha drugs 
by mouth and penicillin by the intramuscular route every 
three hours. 


The eye was inspected and dressed every day after the 
operation. The conjunctival stitch was removed after five 
days. The yellow reflex inside the eye that developed during 
the operation persisted and the vision was only finger move- 
ments, On the sixth day sulpha drugs were stopped and 
aureomycin capsules were given by mouth instead. Recovery 
was gradual. The sight improved to finger count held close 
of the eye. Ophthalmoscopic examination revealed slight 
cataractous changes of the posterior surface of the lens but 
fundal details could not be seen due to turbidity of the 
vitreous fluid. He was discharged on 9-12-51 that is two 
weeks after the operation. One week after his discharge he 
was examined again and the vision was found to have im- 
proved to finger count at 2 meters distance. The fundus was 
clearer; with vitreous opacities inside, details could not be 
seen. 


He was examined again after a month and the vision 
was found to be 6/18. The fundus showed the same degree 
of cataract and less amount of vitreous opacity. The disc 
was now visible—it was waxy in colour. 


He was examined again on two occasions each at a 
month's interval. The fundus gradually became visible due 
to absorption of vitreous opacities but the point of entry of 
the foreign body could not be inspected as it was beyond the 
visibility of an ordinary ophthalmoscope. He was last seen 
on 2-4-5§2 with a vision of 6/18 in the injured eye. 


In this case a big intraocular foreign body was removed 
24 hours after the accident, the scleral wound was stitched 
up and though there was some initial setback the final result 
was satisfactory. This was possible because of the marvellous 
action of the antibiotic used. 
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FIRST WORLD CONFERENCE ON MEDICAL 
EDUCATION 


August 24 of the current year would be reckoned 
as a red-letter day in the history of medical education. 
The First World Conference on Medical Education 
would commence on that day, in the United Kingdom, 
under the auspices of the World Medical Association. 
The conference would be held under the presidentship 
of Sir Lionel Whitby, the eminent Vice-Chancellor and 
and Regius Professor of Medicine (Physic) of Cambridge 
University and would continue till August 29. 


We congratulate the World Medical Association for 
initiating such an important conference and the British 
Medical Association for shouldering the responsibility 
of making all necessary local arrangements as the host 
organisation. It is also gratifying to note that the 
World Health Organisation, the Council of International 
Organisations of Medical Sciences, the International 
Association of Universities, and the Universities and the 
Ministries of Education and Health in U.K. have been 
pleased to co-operate with the W.M.A. and the B.M.A. 
in this task. 


The conference whose aim is to discuss the 
basic principles and methods of undergraduate medical 
education would be divided into four special 
sections which would meet simultaneously under the 
chairmanship of four vice-presidents. They would 
preside over the following sections: (1) ‘“‘Requirements 
for Entry into Medical School’, (2) ‘‘Aims and Content 
of the Medical Curriculum’’; (3) ‘‘Techniques and 
Methods of Medical Education’’; and (4) ‘‘The Teach- 
ing of Preventive and Social Medicine.”’ 


In the first section, medical teachers will exchange 
notes with non-medical teachers to discuss the type of 
general education that should be imparted to the pros- 
pective entrants to medical schools (or colleges). In 
the second section, general surgeons and physicians 
would particularly discuss the methods of teaching of 
anatomy and physiology with the teachers of these basic 
subjects. WHO experts are particularly interested in 
the fourth section. Sir Lionel Whitby will deliver his 
presidential address on ‘‘The Challenge of Medical 
Education in the Seccnd Half of the Twentieth 
Century.” 


The decision to hold such a conference while almost 
every country is seriously pondering over its problems 
in all their aspects, of medical education, has been 
timely. It is really surprising that such a conference 
of national and international importance has not been 
sponsored before. Medical science being progressive 
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and medical education being fundamental to the medical 
profession, the educative value of this conference can- 


not be overemphasized. The lay people of the World 
should also be grateful to the sponsors of this conference, 
as a proper re-orientation of the type and the standard 
of medical education would ultimately benefit them. 
Even in the backward countries, they need not continue 
to be at the mercy of the witch-doctor, the cultist and 
the ill-trained so-called doctors. 


In a vast and poor country like India, it has been 
argued time and again whether the university standard 
of medical education should be the only standard. The 
Indian Medical Association has discussed this problem 
from all possible angles of view. The Association is of 
considered opinion that all basic doctors or general 
practitioners must undergo the course of training pres- 
cribed by the Medical Council of India and the Indian 
Universities. If some of the State Governments in 
India are in favour of continuing the homceopathic and 
the indigenous systems of medicaments and practice, 
the Association recommends that training in these 
systems should be imparted to intending candidates 
from amongst the duly qualified and registered medical 
practitioners. In other words, the Association feels 
that, in future, no person who has not completed his 
university medical course and examination should be 
let loose even amongst the poor and unwary people of 
the remotest rural areas. In the best interests of all 
sections of the people, the Government of India and 
all State Governments would have to accept this prin- 
ciple sooner or later. 


It has been widely recognised that revolutionary 
reforms of the medical curriculum and of the methods 
of teaching and examination are urgent needs for India, 
Not only better and more useful general practitioners, 
but a band of efficiently trained and inspired research 
workers, must derive their impetus from the education 
they receive. There must be coherence, continuity and 
interdependence of all parts of the curriculum. The 
student must have sufficient time to think for hiimself 
or to analyse, synthesize and to integrate his knowledge. 


As regards selection of the proper type of new 
entrants to medical schools (or colleges) in India, the 
authorities concerned should see that experienced medi- 
cal teachers form a large majority of members of the 
selection committees. Political and other considerations 
must not be allowed to interfere with this important 
work. candidate’s academic record, intelligence, 
personal character and his interest in a medical career 
should be the main considerations. Necessary arrange- 
ments should be made so that our future schools and 
colleges tell us in their reports of the student’s selfless- 
ness, keenness, co-operative spirit, sympathy, tact and 
understanding, his capacity for leadership and _ his 
reactions in a crisis. These would be the criteria for 
judging his personality. Achievement in games, parti- 
cipation in the activity of school and college societies, 
hobbies and interests are helpful in assessing a student's 
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character. Interest in scientific subjects and aptitude in 
scientific method may lead to a fair presumption of 
interest in medicine. 


Even after admission, the suitability of the medical 
student to continue his course should be reviewed after 
the first year of study. There should be ruthless weed- 
ing out of those students who are found to be unsuitable. 
The committee responsible for admission of students 
should also be given an opportunity to undertake a 
critical review of the candidates at the end of the 
second year of study and later, so that members of the 
committee can compare their earlier assessment of the 
candidates with their performance. Such experiments 
are likely to lead to adoption of better methods of 
selection. It should also be made compulsory for all 
medical students to have a medical examination before 
admission and subsequently at regular intervals. 

The methods of instruction in the pre-clinical 
sciences should be so interesting, illustrative and co- 
ordinated that the students would not be led to regard 
these subjects as obstacles which have to be surmounted 
before ‘‘real’’ medicine is begun. For this purpose, 
there must be full co-operation between pre-clinical and 
clinical teachers. 

With regard to anatomy, a sound general know- 
ledge of the anatomy of the living subject, with special 
attention to functional aspects and relation of structures 
to the future requirements in clinical subjects is all 


that is required. The details required for special surgical 
or other purposes should be stressed during the clinical 
period. The same argument applies to embryology. 
The teaching of physiology should take a greater part 
of the time in the pre-clinical period, but lesser emphasis 


should be laid on animal experimentation. In regard 
to endocrinology, only the fundamental principles should 
be taught. Biochemistry should be taught in correla- 
tion to physiology, preferably by a chemist, with a 
medical qualification, who is expected to understand 
the relationship between chemistry, physiology and 
medicine. 

A careful co-ordination of syllabuses and a close co- 
operation between the pre-clinical teachers particularly 
in the subjects of anatomy and physiology are essential. 
As a general rule, the student should be taught first 
the general structure, both naked eye and microscopic, 
of the organ or system under discussion and then its 
function. Thereafter he should be asked to undertake 
the detailed anatomical dissection of the portion con- 
cerned. If anatomical and physiological knowledge is 
presented to the student in this order, he is expected 
to get a clearer grasp of these subjects. The re- 
orientation of pre-clinical teaching will require replace- 
ment of existing text-books by new manuals. Surgeons 
and physicians of the hospital attached to the medical 
school (or college) should be appointed as part-time 
teachers of the subjects so that they may also give part 
of their time to teaching anatomy and physiology in 
their relation to clinical subjects. 


EDITORIAL 
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The introductory clinical course should include 
instructions in the fundamentals of general pathology, 
demonstrations of principles underlying diagnosis and 
prognosis and an introduction to the accessory aids to 
diagnosis. If possible, instructions in the principles of 
social medicine may also be given at this stage, when 
the student has to concentrate on the methods of history- 
taking and recording. The professors of medicine, 
surgery and pathology should take charge of the 
introductory clinical course, with the help of an ade- 
quate member of whole-time assistants. This course 
should consist of planned scientific instructions which 
must be made sufficiently interesting. The course 
should extend over a period of at least three months. 


The clinical course of three years should not be 
shortened, as a student should have a holiday of six 
to eight weeks during each clinical year. Before the 
final examination, the student should be left free for 
two months ‘‘for personal revision unhampered by 
official classes.’’ The clinical curriculum should be 
remoulded with a. view to provide the student with a 
thorough basic training for modern medical practice. 
A sound knowledge of the causation, diagnosis and 
treatment of common ailments is essential. Such 
knowledge of special pathology, medicine, surgery and 
specialities as will enable him to recognise the existence 
of emergencies and other conditions for which special 
diagnostic and therapeutic measures are required is also 
necessary. Detailed knowledge of the specialities, the 
technique of major surgery and specialist surgery and 
the uncommon and complicated laboratory and radio- 
logical investigations should be excluded from the 
clinical curriculum. 

One educationist opined: ‘‘The student and the 
teacher, not the curriculum are the crucial elements in 
the educational programme’’. ‘‘Whatever the cost, 
there is a need for more teachers, adequately remu- 
nerated, to provide an efficient tutorial system.’’ The 
late Professor Noah Morris said: ‘‘If I were summing 
up the qualities of a good teacher in medicine, I 
would enumerate Human Sympathy, Moral and 
Intellectual Integrity, Enthusiasm, and Ability to Talk, 
in addition, of course, to knowledge of his subject.’ 

It is significant that there is now, an enthusiastic 
support for the proposal for compulsory pre-registration 
resident house appointments. The most satisfactory 
results will be obtained if the training is chiefly con- 
fined to the departments of general medicine, general 
surgery and obstetrics and provision be made for 
gaining further useful experience in special departments. 

The details of the course and methods of training 
should be organised by the professors in consultation 
with all the other senior teachers of the institution. 
Informal meetings of all teachers in one subject and 
in correlated subjects should be held periodically. 
Changes in the curriculum and methods of teaching 
must be based on educational experience rather than 
on surmise and presumption. 
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CURRENT MEDICAL LITERATURE 


Farty Cirruosis or Liver 


VELIATH AND OTHERS (/ndian J. M. Sc., 6: 884, 1952) 
in dealing with the cause and pathogenesis of the conditions 
observe : 

Analysis and study of post-mortem specimens go to 
show that fatty cirrhosis of the liver is a distinct entity in 
South India. It is evidently a deficiency disease due to the 
continued lack in the system of lipotrophic factors. The 
deficiency is brought about either by defective intake or 
disordered absorption of food especially proteins and vitamins. 
The initial lesion is an infiltration of the parenchymal cells 
of the liver with small droplets of fat. These increase in 
size and intensity till the liver cells bloated with fat bring 
abeut varying degrees of sinusoidal compression and obstruc- 
tion to the portal blood flow. At a later stage, the liver 
cells undergo disintegration in small groups. This destruc- 
tion of the liver parenchyma is followed by inflammatory 
cellular collection, especially around the portal tracts, capil- 
lary formation (angiogenesis) and their condensation into 
fibrous bands. 

These only preventable but are also 
amenable to treatment in the early stages. Signs of obstruc- 
tion to the portal blood flow need not necessarily mean well 
marked fibrous formation. 


cases are not 


Heart Disease 


WeinperG (Ann. Int. Med., 38: 9, 1953), writes: 

Iatrogenic heart disease is an illness in which symptoms 
referable to the heart, or interpreted by the 
patient as such, are produced as a result of the words or 
actions of a physician. The condition is an anxiety neurosis 
caused by fear of heart disease. The symptoms, particularly 
precordial discomfort, breathlessness, palpitation and fatigue, 
are unfortunately perfectly suited to verify the thought of 
heart disease in the mind of the patient and thus to perpe- 
tuate the disorder. 


symptoms 


Successful treatment depends on recognizing the illness 
and reassuring the patient adequately. He must be assured 
that his heart is normal, that his symptoms are due to fear, 


and that the symptoms are not dangerous to life. 


Prevention is the most important aspect. To prevent 
the production of iatrogenic heart disease, the physician is 
urged to be cautious in the following spheres, which may act 
as initiating factors: 

1. Misinterpretation by the patient of innocuous state- 
ments. 

2. Ill-considered remarks by the physician. 

3. Ill-considered acts by the physician 

4. Error by the physician in interpreting symptoms. 

5. Error by the physician in interpreting findings. 

Iatrogenic heart the source of 
morbidity, and a constant awareness of its potentiality should 
do a great deal toward preventing its occurrence. 


disease is considerable 


AMYLOIDOSIS 


In classical amyloidosis of parenchymatous organs, 
amyloid is deposited in the skin to a degree which is rarely 
more than microscopical. In the form known as atypical or 
primary systematised amyloidosis, however, there is striking 
clinical involvement of the skin or mucous membranes in 


about half the cases. Naturally these patients are seen by 


dermatological 
syndrome to general 
(Medicine, 31: 


dermatologists and attract attention § in 
circles; but the importance of the 
physicians has been lately shown by Goltz 
381, 1952). 


Primary systematised amyloidosis differs from classical 


disease in several respects. It is not usually 
associated with chronic disease. The amyloid 
deposits are mainly in and around blood-vessels, in connective 
tissue and muscle, sparing the parenchyma of liver, spleen, 
and kidneys. Microscopically the amyloid takes up the 
usual stains, such as methyl violet or congo red, only with 
difficulty, and special techniques may be required to demons- 
trate it. The skin of the face, neck, axille, hands, and 
perineum shows a variety of changes. It may be studded 
with papules, which are so discrete and translucent that 
they resemble The infiltration may be diffuse, 
giving the skin a sclerodermatous or myxcedematous appear- 
The resemblance to hypothyroidism may be enhanced 
by pallor and loss of hair. Hamorrhages occur into papules 
or into skin which is clinically normal. Macroglossia is often 
striking and, together with xerostomia resulting from involve- 
ment of the glands, may interfere with 
chewing and swallowing. The surface of the tongue may be 
smooth or crowded with pseudovesicles. Involvement of the 
larynx may cause hoarseness 


suppurative 


blisters 


ance 


salivary seriously 


The patient's initial complaint may be of breathlessness 
due to amyloidosis of the heart muscle or valves. Indeed, 
death in this condition is often the result of cardiac failure. 
Voluntary muscle may be infiltrated, causing weakness and 
severe pain, and where the gut is involved there may be 
constipation, diarrhoa, or even fatal hemorrhage. Some 
cases show Bence-Jones proteinuria and non-invasive plasmo- 
cytosis of the bone-marrow. This finding is of particular 
interest, for true multiple myelomatosis may be associated 
with amyloidosis which may assume the ‘‘primary’’ type of 
distribution. Wells (Brit. J. Dermat., 64: 169, 1952) describ- 
ed a case of primary systematised amyloidosis showing benign 
plasmocytosis of the marrow. There Bence-Jones 
protein in the urine, but an abnormal beta globulin was 
detected in the serum. He regarded the marrow changes as 
reactive—i.e., the result of the disease-producing mechanism 
—rather than causative. Nevertheless, he treated his patient 
with urethane, but without benefit 


was no 


Some people regard amyloidosis in general as a disease 
immunity. Classical amyloid disease develops 
in association with chronic such as tuberculosis or 
syphilis; and it also oocurs in animals used for the production 
of antisera. The young who died of primary 
systematised amyloidosis (Baker, et al—Guy's Hosp. Rep., 
48: 95, 1949) was sure that he was hypersensitive to milk, 
and he said he was better when he stopped taking milk and 
milk products. Another patient was strongly sensitive to 
egg (Lindsay—Am. Heart J., 32: 479, 1949). Some people 
believe that the plasma cell is the site of antibody production, 
and plasmocytosis of the marrow has been shown to coincide 
with maximum antibody production in hyperimmunised rab- 
bits. This plasmocytosis associated with the appearance of 
abnormal serum globulin was reported in two cases of 
sulphonamide sensitivity (Robertson—Am, J. Med., 9: 315, 
1950). The subject is further complicated by the occurrence 
of localised forms of amyloidosis—for instance, in the heart 
or skin. Freudenthal (Arch. Dermat. & Syph., Berlin, 162: 
40, 1932) described amyloid in a variety of distinctive skin 
lesions, including epithelioma and nevi. He also gave the 


of disordered 
infection, 


doctor 


47 — 


CURRENT MEDICAL LITERATURE 


name lichen amyloidosus to a condition lacking the distinctive 
pathological lesions of lichen planus, but heavy amyloid infil- 
tration is one of its features. It produces intractable irrita- 
tion, which is not a symptom of primary systematised 
amyloidosis. 

It may be that we are caught in the terminological trap 
referred to by Trotter (Proc. Roy. Soc. Med., 40: 703, 1947) 
in a discussion of skin myx@dema. The latter term is used 
in the sense of a generalised disease i.e., hypothyroidism— 
or to mean a tissue change detected microscopically. In 
“amyloidosis’’ we are comparing a variety of conditions, 
some generalised and fatal, others purely local, in which the 
only common factor is a similar tinctorial quality. It seems 
certain that there are several ‘‘amyloids,’’ differing in physical 
state and probably in chemical composition. Further chemical 
and cytochemical work is required to enable us to identify 
comparable states of amyloidosis.—Lancet, Ed., 1: 283, 1953. 


INFARCTIONS Of INTERVENTRICULAR SEPTUM 


Osner and Wotrr (Am. Heart J., 45: 420, 1953) write: 


Septal involvement of significant degree is common in 
myocardial infarction, and is frequently associated with cer- 
tain electrocardiographic features. The most common of 
these are signs indicative of conduction defects. 


Conduction defects are diagnostic of septal infarction 
under the following conditions: When (a) bundle branch 
block, or high-grade auriculoventricular block appears during 
the course of acute myocardial infarction. High-grade auri- 
culoventricular block indicates involvement of the postero- 
basal region of the septum. (b) Complete right bundle branch 
block is associated with conspicuous Q waves in the right 
precordial leads. (c) Left bundle branch block is associated 
with Q waves in the left preordial leads. (d) Left bundle 
branch block is associated with low voltage in the limb and 
left precordial leads. 

QS deflections with abnormally elevated S-T segments in 
the right precordial leads of electrocardiograms displaying 
normal intraventricular conduction are fairly reliable evidence 
of acute septal infarction. Occasionally, such tracings will 
occur in the absence of septal involvement. 

A characteristic sign of septal infarction is electrocardio- 
graphic evidence of simultaneous acute anteroseptal and 
posterior infarction. However, this occurs relatively infre- 
quently. 


of both anterior and 
suggests 


Electrocardiographic evidence 
posterior infarction, regardless of age, indirectly 
the possibility of septal involvement. 


REVERSIBILITY OF MALIGNANT HYPERTENSION 


PICKERING AND OTHERS (Lancet, 2: 952, 1952) write that 
malignant hypertension was changed to the benign form in 
three patients, a 33-year-old man and two girls aged 11 and 13 


by surgical intervention. All three patients had pyelo- 
nephritis. Arterial pressure was reduced by nephrectomy in 
the adult, by subtotal adrenalectomy in one of the children, 
and by sympathectomy and sub-total adrenalectomy in the 
other. At operation all three patients had albuminuric 
retinitis and acute arteriolar necrosis in kidney and adrenal. 
All patients are alive and symptomatically well five or six 
years after surgical intervention, with less severe hypertension, 
a normal blood urea level, normal urea concentration. These 
observations demonstrate conclusively that malignant hyper- 
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tension is reversible, and support the hypothesis that the 
benign and malignant forms of hypertension are simple con- 
sequences of the severity of the hypertension. 


VascuLaR CoMPLICATION IN DiaBeTics ON ‘‘Free Diet”’ 


LARSSON AND OTHER (Diabetics, 1: 449, 1952, Ref. 
J.A.M.A., 151: 1231, 1953) from.an analysis of the observa- 
tions made in 247 cases of diabetes with onset during child- 
hood observe: All patients received contzolled insulin treat- 
ment without dietary restrictions, the ‘‘free diet’’ being 
identical with that taken by healthy children. The following 
factors were regarded as indicative of good control: (1) 
normal vitality, height and weight, normai hunger and thirst, 
and absence of hypoglycemic symptoms; (2) normal diuresis; 
(3) urinary glucose level not exceeding 40 gm. in 24 hours, 
but in the majority the amount of glucose in the urine 
seldom exceeded 10 to 20 gm. in 24 hours; (4) absence of 
ketonuria; (5) fasting blood sugar level preferably not exceed- 
ing 200 mgm. per 100 c.c., although the 24 hour curve may 
show considerable variations. The patients are seen by a 
physician at regular intervals. During the first year of 
treatment the patient is seen about once a month; later on, 
when the disease has become stabilized, the patient is seen 
about once every second or third month. Thus although the 
diet is free, the patients are under control. Diabetic changes 
in the eyes took the form of diabetic retinopathy, diabetic 
cataract, and the rare iris lesion rubeosis iridis. Particular 
attention was given to retinopathy. Investigations on the 
incidence of retinopathy in 187 cases revealed that 125, or 
about two-thirds were free from such changes, but after 
diabetes had persisted for more than 15 years, 12 per cent 
of the patients had proliferative retinitis. Diabetic nephro- 
pathy appeared after diabetes had persisted for at least 
10 years, the first sign being albuminuria, which was at first 
sporadic, later constant. After more than 15 years of 
diabetes, 30-3 per cent had albuminuria. Despite albuminuria, 
the patient may be free of symptoms for years. Urinary 
infection occurs only occasionally. Renal insufficiency, with 
hypoproteinemia, cedema, hypertension, and uremia, did not 
appear until the terminal stage. After 15 years of diabetes, 
reentgenologic evidence of vascular calcification in the lower 
extremities was found in 14-3 per cent. Comparing these 
results with those obtained by observers who insist on 
measured diets, the authors find that the incidence of degene- 
rative vascular complications is not higher than in those 
treated with restricted diets. Therefore, they consider their 
treatment preferable, because it offers diabetic children a 
chance of a more normal life. The problem of degenerative 
vascular complications in diabetes seems not a problem of 
control alone; there must be other, still unknown ztiological 
factors, inherent in the disease itself. 


ANTICOAGULANTS IN MyocarpIaL INFARCTION 

Loupon aNnp oTHERS (Brit. M. J., 1: 911, 1953) in 
reviewing the case histories of 200 patients admitted to the 
Radcliffe Infirmary with myocardial infarction between 
January, 1948, and May, 1952, report that the death rate 
in hospital was 41 per cent in the control group of 125 cases 
and 25 per cent in the treated group of 75 cases, a difference 
which is statistically significant. 

Anticoagulant therapy seemed to be of most value to 
patients over 60 years of age, moderately or severely shocked, 
and with little or no previous impairment of cardiac function. 


No complications resulted from anticoagulant therapy. 
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WORKING OF THE EMPLOYEES’ STATE INSURANCE 
SCHEME AT KANPUR 


The Employees’ State Insurance Scheme, was imple- 
mented in Kanpur on February 24, 1952. It has been ex- 
tended to all industrial employees working in perennial fac- 
tories including all ministerial and inferior staff getting pay 
up to Rs. 400/- per month. The scheme has two different 
side : 

1. Medical benefit side. 

2. General side. 

The medical benefit side is run by U. P. Government and 
functions under the charge of the Deputy Director of Medical 
and Health Services (Social Insurance) U. P. The Govern- 
ment and the Employees’ State Insurance Corporation share 
the expenses in proportion of one-third and two-thirds 
respectively. The cost of the general side is borne entirely 
by the Employees’ State Insurance Corporation and is run 
directly by them 

The following benefits are allowed to the insured em- 
ployees under this scheme : 

1. Medical benefit—This means free medical treatment 
for and free attendance on insured persons at their houses 
when necessary. 

2. Sickness benefit—This means daily cash payment in 
cases of certified illness for a period of 56 days in one year. 


3. Maternity benefits—This accrues to an insured woman 
employee for six weeks before and six weeks after confine- 
ment and includes a cash payment of a minimum of twelve 
annas daily throughout this period (the maximum depends 
on her pay), leave for that period and free treatment. 


4. Disablement benefit—This accrues to persons, injured 
on duty and entails a cash payment daily of about 7/12ths 
of his wage throughout the period of disablement. 


5. Dependent’s benefit—This accrues to a legal heir of 
an employee who dies as a result of employment injury sus- 
tained while on duty and entails a total daily cash payment 
of approximately 7/12ths of deceased employees’ wage. 

Thirteen state insurance dispensaries are running under 
the scheme in different localities of the city. The dispensaries 
have been sited in accordance with concentration of the 
industrial employees in such a way that no employee is more 
than two miles from the dispensary he is attached to. The 
number of insured employees attached to each dispensary on 
30-4-53 is given in Table r. 


Taste 1—SHOWING Numper or InsuRED EMpLovess ATTACHED 


of employees 
attached 
17,550 
16,682 
16,606 
12,785 
10,578 
7,097 
6,012 
5.384 
4.759 
4.395 
3,270 
2.475 
1.430 
. 108,930 


Name of 
dispensaries 


1 Gwaltoli State Insurance Dispensary 
3. Darshanpurua 
4. Chamanganj 
5. Rambagh oe 
6. Deputy Ka-Parao ” 
7. Latouche Road ” 
8. Patkapur 
9. Railbazar 

10. Nawabganj 

11. Mirpur 
12. Jajmau 
13. Govindnagar 


The number of employees treated at these dispensaries 
up to April 30, 1953 is shown in Table 2. 


Taste 2—SsHowinc Numper or Employers TREATED AT THE 
DISPENSARIES UP TO 30-4-53 


Number of insured persons on roll 
Number of patients treated 
Daily average 
Number of T. B. cases treated 
Number of domiciliary visits paid 
Number of certificates issued first 
interim 
final 
medical 


1,29,127 
10,542 
2,903 


Accident reports received 

Number of accident reports issue ; ese 

Number of cases referred for investigation to hospital 
for x-ray we 

Number of cases referred to 
purposes 

Number of cases admitted to hospital 


7%3 


hospital for other 


2,849 
1,423 


The conributions under the scheme are payable weekly 
by the employees and employers according to the following 
schedule (Table 3): 


TaBLe 3—SHOWING SCHEDULE O¢ Payment or ConTRIBUTION 
By anv 


Contribution Employers’ Total contri- 
recoverable contribution bution 
Group of employees from the (Employees & 
employees Employers) 


. Employees whose 
average daily wages 
are below Ke. 1/- nil 
Employees whose 
average daily wages 
are Re. 1/- and 
above but below 
Re. 1/8/- 

. Employees whose 

average daily wages 
are Re. 1/8- and 
above but below 
Rs. 2/- 
Employees whose 
average daily wages 
are Rs. 2/- and 
above but below 
Rs. 3/- 

. Employees whose 

average daily wages 
3/- and 
but below 

4/- 

. Employees whose 
average daily wages 
are Rs. 4/- and 
above but below 
Rs. 6/- 

7. Employees whose 
average daily wages 
are Rs. 6/- and 
above but below 
Rs a 
Employees 
average daily wages 
are Rs. 8/- and 
above 


-/11/- 


1/ 6/- 


whose 
1 /4- 


But this scheme has been temporarily suspended as far 
as the employer is concerned pending the introduction of 
scheme throughout the country. At present an employer in 
Kanpur pays «| per cent of his total wage bill. 


1,08,930 
6,387,046 
oe 1,902 
eee 8,591 
eee 10,571 
ose 82,909 
eee 42,470 
ove 64,452 
“/7/- -/7/- 
-/7/ -[9/- 
-/8 /12/- 
12/- 1/2/- 
1/- 1/8/- 
TO Each DISPENSARY ON 30-4-53 
1/14/- 2/13/- 
2/8/- 3/12/- 
ota 
— 473 — 
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Taste 4—SHowinc THE Roaps, Hatts MiteaGe, Hours Days AND THE VILLAGES ATTACHED TO DIFFERENT 
MosiLe UNITs 


Name of Road Time 


Halts with mileage Villages attached 


Daily except 1. Gaushala 


Wednesday 

Daily except 2 
Wednesday 

Daily except I 
Wednesday 2. 


1. Gaushala (4) From 8 a.m. to 9-30 a.m. 


(1) Hamirpur Road 


2. Naubasta From 10 a.m. to 10-30 a.m. Naubasta 


(54) 
Fazal Ganj 
Sick-line 
Gadarinpurwa 

3. Partapganj 

4. Mataiyapurwa 
Daily except 1. Armapur Estate 
Wednesday 2. Nauraiya Khera 

3. Sarai Meeta 

4. Jamuin 

5. Shahpur 

©. Panki Chhoti 

7. Panki Bari 


(2) Kalpi Road 1. Partapganj (53) From 4-30 p.m. to 5-30 p.m 


2. Panki Railway 


Crossing (56-4) From 5-45 p-m. to 6-15 p.m 


MOBILE UNIT ‘B’ 


Time 


Name of Road Halts with mileage 


Villages attached 


Every Monday, 1. Ganga Ganj 

Thursday and 2. Kakori 

Saturday 
Do. 


(1) Allahabad Road 1. Ganga Ganj (617) From 7-45 a.m. to 8-30 a.m. 


1. Aherwan 
2. Om Purwa 


2. Aherwan (614) From 8-45 a.m. to 9-15 a.m 


. Kazi Khara— 
Shafipur 
. Chakeri 


3. Chakeri From 9-30 a.m. to 10-45 a.m. Do. 
Mawaiya 


(613) 


(2) Unnao Road 


1. Shuklaganj (453) 


From 7-45 a.m. to 8-30 a.m. Every Tuesday, 
Friday and 
Sunday 


Shuklaganj 
Ganga Ghat 
Ganga Bridge 


2. Magarwara (42) 


3. Mango 


Grove (39-3) 


(3) Delhi Road 1. Rawatpur (623) 


2. Kalyanpur (626) 


3. Mandhna (630-4) 


The employees insured under the scheme get the follow- 
ing medical treatment free of cost in the case of sickness 
injury and maternity: 

(i) Outdoor treatment; 

(ii) In-patient treatment; and 

(iii) Domiciliary treatment, i.e., visits by the Insurance 
Medical Officer to the homes of insured employees. 


Out-PaTrents TREATMENT 


This is provided by all the thirteen State Insurance 
dispensaries situated as detailed above in Kanpur City. 
(a) Outdoor treatment. 


From 8-45 a.m. to 9-15 a.m. 


From 9-30 a.m. to 10-15 a.m. 


From 4-30 p.m. to 5-15 p.m. 


From 5-30 to 6-00 p.m. Do 


From 6-15 p.m. to 6-45 p.m. Do 


Mawarwara 
Awasthi Khera 
. Maswasi 


= 


. Gadarianpurwa 
. Karowan 
(near Sugar Mill) 
Salimpur 

. Rawatpur 
Kaka Deo 

. Bishanpur 

. Kalyanpur 

. Naramau 
Mandhna 
Ramnagar 


Daily except 
Wednesday 


NHN 


(b) Simple antenatal and postnatal care and  arrange- 


ments for confinement in case of female employees. 

(c) Ordinary preventive measures, such as, vaccination 
and inoculation against typhoid group of fevers, cholera and 
plague, etc. and 

drugs, 
Medical 


(d) Free supply at dispensaries of all necessary 
dressing and appliances on the prescription of the 
Officers. 

Necessary arrangement for the treatment of insured 
employees who live outside the city is now being arranged 
through two mobile dispensaries. They will run on the 
§ Main roads running out of Kanpur (Table 4). 


Day 
Do 
Do. 
— 
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Taste 5—Snowinc Detaits or Expenprrure UNDER 
DIFFERENT CATEGORIES DURING 1951-52 AND 1952-53 


Head of Item 1951-52 1952-53 


RECURRING EXPENDITURE 
Pay of officers 11,840/- 
Pay of establishment 14,615/ 3/- 
Allowance & Honoraria 8,722/ 3/- 


1,23,505/1/- 
70,000 / 2/- 


93,178/13/- 
CONTINGENCIES 


(a) Contract 13,032/7/9 
(b) Noncontract 82,792/8/- 


20,863 /10/3 
1,19,105/4/6 


1,31,002/5/9 4,.26,712/14/9 
NON-RECURRING §8,275/- 69,494 /6/- 


GRAND TOTAL 1,89,277/5/9 4,96,207/4/9 


INDOOR PATIENT 

For injuries and diseases of serious nature requiring 
hospitalization, the patients are referred to two State Hos- 
pitals. Female cases are referred to the Alice Horseman 
Memorial and Dufferin Hospitals where necessary arrange- 
ment for treatment exists. Cases of serious type are remov- 
ed to hospitals in an ambulance maintained under the scheme, 
free of cost. bd 5 


DoMICILIARY TREATMENT 
This is done by the Insurance Medical Officers and visits 
are paid by them at the patients’ houses without any addi- 
tional cost to the employees 


STAFF 

Office of the Deputy Director of Medical and Health 
Services (Social Insurance) U. P., Kanpur, comprises the 
following staff: 

Officer 1, Head Clerk 1, Noter and Drafter 1, Accoun- 
tant 1, Typist 1, Routine clerks 3, Stenographer 1; 

Inferior servants: Orderly Peons 2, Peons 3, Chaukidar 1, 
Mali 1, Sweeper 1; 

Dispensaries: P. M. S. I Officers 14, P. M. S. I Officers 
29, Clerks 21, Compounders 44, Midwives 11, Attendants 24, 
Sweepers 22, Chaukidars 13, Drivers 3. 

The above medical officers are not allowed to engage 
themselves in private practice and consequently they have 
been allowed non-practising allowance by the Government. 

The Medical Officers who hold post-graduate qualifica- 
tions have been allowed post-graduate allowance in addition 
to their pay. 

The expenditure incurred by the U. P. Government on 
the scheme during the years 1951-52 and 1952-53 is shown 
in Table 5. 


NOTES AND NEWS 


Db. T. M. EXAMINATION 
Owing to affiliation of the D. T. M. course to the Calcutta 
University from 1953-54 session, a D.T.M. examination under 
the Faculty of Tropical Medicine and Hygiene will, for the 
last time, be held about the end of September 1953. Students 
who got plucked or did not appear in the examinations since 
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1950-51 are eligible for this examination. A refresher course 
for students will commence from 17th August 1953. For parti- 
culars applications may be submitted at once to the Director, 
School of Tropical Medicine, Calcutta 


MALARIA CAMPAIGN 


A three-year fifteen-crore malaria control programme has 
been inaugurated by the Government of India from April 1, 
1953 to fight and eventually eradicate this scourge from this 
subcontinent. The programme which is probably the largest 
of its kind ever attempted in any part of the world is expected 
to afford protection against malaria to over 125 million men 
and women all over India. 


In the working out of the programme, the Government 
of India have received active co-operation from the U. S. 
Teachnical Co-operation Administration (TCA) and expert 
advice from a number of international specialized agencies 
such as the World Health Organization, UN International 
Children’s Emergency Fund (UNICEF) and the Rockefeller 
Foundation. The UNICEF has contributed 400 tons of DDT 
for the campaign. The Government of India and the TCA 
have agreed to provide Rs. 10 crores for the campaign and the 
State Governments the remaining Rs. 5 crores 

The programme is planned in two phases: (1) the 
‘operational’, and (2) the ‘maintenance’. The ‘operational’ 
phase will continue for three years under the initiative and 
direction of the Central Government, during which period 
it is hoped to set up the structure of the campaign. For 
the ‘maintenance’ phase, the State Governments will be 
entirely responsible. During the first year of the ‘opera- 
tional’ phase, that is, in 1953-54, 75 malaria control units 
will be established, which will be raised to 175 units during 
the following two years. Each unit will have at least one 
medical officer, four senior malaria inspectors, four malaria 
inspectors and necessary ancillary staff, and will protect about 
one million persons 

The programme also includes the establishment of a 
DDT production plant at a total cost of Rs. 75 lakhs 


The malaria statistics for India are appalling. About 
75 million persons suffer from malaria every year. Out of 
about 5-5 million deaths in each year, over 50 per cent are 
due to fevers of all descriptions, and about 800,000 or a little 
less than a million succumb to malarial fevers. Another 
million die of causes indirectly attributable to malaria. In 
epidemic years, these figures register as much as a hundred 
per cent increase. Such heavy tolls of lives due to one single 
disease easily account for an economic loss of several crores 
of rupees per year, and a Rockefeller Foundation expert has 
estimated this loss at about Rs. 3-14 per head per year. 

Over many decades, malaria control has been a head- 
ache to the Government health departments. Besides inade- 
quacy of Government measures, failure in the field of malaria 
control has been largely due to the absence of suitable 
scientific, and at the same time economic, methods. The dis- 
covery of residual insecticides such as DDT and BHC and 
their practical success in the Italian marshes and the jungles 
of Burma during World War II have proved beyond doubt 
that this sourge is clearly controllable and can be eradicated 
from vast tracts of areas. A number of control projects 
working in India, in the Terai, Orissa, the Malnad tracts 
of Mysore and the hilly regions of Malabar—have already 
yielded striking success. We hope that the 3-year malaria 
control programme will be intensely and effectively pursued 


Expenditure during 
| 
‘ 
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and wish it every success in its bold nation-wide venture to 
control the scourge responsible for so much misery, suffering 
and loss.—Science and Culture. 


RESEARCH SCHOLARSHIPS IN PEDIATRICS 


The Association of Pediatricians of India has resolved to 
offer two scholarships of the value of Rs. 1,200/- each tenable 
for one year for work on any pediatric subject or a subject 
allied to pediatrics. Applications for these scholarships should 
be received not later than the 30th of September, 1953. 
Further information may be had from the Secretary, The 
Association of Pediatricians of India, Back Bay View, New 
Queen's Road, Bombay 4. 


GAMMA GLOBULIN AGAINST SMALL POX 


According to a Reuter report, originating in San Francisco, 
gamma globulin, the much sought component of human 
blood, already knowaj to be efficacious against infantile para- 
lysis and measles, is now under test to determine whether it 
can be used with advantage against small pox. 


These hopes are based on tests upon a special batch of 
gamma globulin from the blood of 320 U.S. soldiers at 
California. These men were among thousands who  under- 
went routine vaccination against small pox. In the 320 cases 
above referred to, strongly active small pox antibodies ap- 
peared in their blood. A special name, hyperimmune serum, 
has been given to this globulin. 


Dr. C. Henry Kempe of the University of California 
Medical School who recently visited India with a batch of 
hyperimmune serum, administered it to people severely ill 
with small pox at New Delhi and Madras. He is now back 
to California and investigating the results of his clinical 
trials. He hopes to be able to find soon whether gamma 
globulin is effective against small pox, either as a preventive 
or as an agent for easing the severity of the illness after the 
infection is contracted—Science and Culture, 


FIRST WORLD CONFERENCE ON MEDICAL EDUCATION 
Theme 
UNDERGRADUATE Mepicat EpucaTtion 


OFFICERS 
President—Sir Lionel Whitby (U.K.), Vice-Chancellor of 
Cambridge University and Regius Professor of Physic. 


Deputy President—Professor W. Melville Arnott (U.K.), 
Professor of Medicine, University of Birmingham. 


Programme 


OPENING PLENARY SESSIONS: AUGUST 24TH, 1953 
PRESIDENTIAL ADDRESS: THE CHALLENGE TO MEDICAL RDUCA- 
TION IN THE SECOND HALF OF THE 20TH CENTURY by Sir Lionel 
Whitby, c.v.0., M.p, 
WHAT IS EDUCATION? 
D.LITT., LL.D. 


By Sir 


Richard Livingstone, 


THE HISTORY OF MEDICAL EDUCATION by Professor John 
Fulton, 0.8.8., M.D. 

MEDICINE—A TECHNOLOGY OR A PROFESSION? 
S. M, K, M.D., F.R.C.P. 


By Colonel 
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SECTION Sessions: AUGUST 25TH, 26TH, 27TH. 


I. REQUIREMENTS FOR ENTRANCE INTO MEDICAL STUDIES, 


THE SELECTION OF STUDENTS 

Dr. Victor Johnson, Mayo Foundation, U.S., Vice-President. 

General Education in An Age of Science. Requirements 
for Entry into Medical School. History of Science. Teaching 
Scientific Method. Science is Measurement. Biology Fundamen- 
tal to Study of Medicine. How Much Chemistry and Physics? 
Introduction to the Social Sciences. Selection of Students. 
Use and Value of Intelligence and Aptitude Tests. Method 
and Value of the Interview. Examination and Discussion 
Group. 


Il. AIMS AND COMMENT OF THE MEDICAL CURRICULUM 


Sir A. L. Mudaliar, Vice-Chancellor of University of Madras, 
India, Vice-President. 

Anatomy for the Doctor. Physiology for the Doctor 
Physiology and Anatomy Taught As One Subject. Pathology 
—The Basic Clinical Science. Pharmacology and the New 
Therapeutics. Aim of the Medical Curriculum. Teaching of 
Psychological Medicine. Teaching of Medicine and Surgery 
as One Discipline. Teaching of Minor Surgery. The Doctor, 
the Midwife, and Obstetrics. Is Pediatrics a Branch of Medi- 
cine? The Place of Specialities in the Curriculum. Is an 
Intern Year Necessary? The Undergraduate and General 
Practice. The Balanced Curriculum. 

Ill. TECHNIQUES AND METHODS OF MEDICAL EDUCATION 

Dr. A. Hurtado, San Marcos University, Lima, Peru, 

Vice-President. 

The Hospital Bedside Teaching of Medicine. Teaching of 
Surgery at the Bedside and the Theatre. Teaching in the 
Clinic. Teaching in the Home. The Clinico-Pathologic Con- 
ference. The Laboratory in Teaching Experimental Medicine. 
Visual Aids in Education. One-Way Observation Screen. 
The Moving Picture in Medical Education. The Still Picture. 
The Lecture in Education. The Value of Group Discussion. 
The Text Book in Education. Library and Reference Services. 
The Museum and the Scientific Exhibition. The Student's 
Clinical Society. The Examination Paper. Practical Tests. 
Oral Examination. Teacher's Report on Work. Why Students 
Fail. 


IV. PREVENTIVE AND SOCIAL MEDICINE 


Professor Rene Sand, Universite Libre, Brussels, Belgium, 
Vice-President. 


Present Status of the Teaching of Preventive and Social 
Medicine. Social Medicine as an Academic Discipline. Teach- 
ing Social Medicine in the pre-clinical Period. Social Medicine 
in the Clinical period. The Need for Reorientation of Teach- 
ing. The Teaching of Epidemiology. Demography and Vital 
Statistics. The Teaching of Medical Geneties. The Teaching 
of Social Psychology. Social Environment and  Indiwidual 
Illness. Socia! Case Discussion. Teaching of Occupational 
Health. The Use of Student Health Service in the Education 
of the Student. Infant and Child Care as a Medico-Social 
Problem. The Teaching of Nutrition. Integration of the 
Teaching of Social Medicine in the Medical Curriculum. 


THE WORLD MEDICAL EDITORS’ CONFERENCE 
Following the 7th General Assembly of the World Medical 
Association at The Hague, Netherlands, August 31—Septem- 
ber 5, 1953, there will be a meeting of the medical editors 
of the world, Monday, September 7, 1953. 
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PROPOSED PROGRAM FOR THE IV MEDICAL JOURNALISM MEETING 
At Parliament Bulding, The Hague, September 7, 1953. 
Chairman: Dr. A. Plichet, La Presse Medicale 
Secretary, Dr. H. Clegg, British Medical Journal. 
Morning—1. Obituaries as Contemporary Medical History. 
2. Function of a General Medical Journal. 3. Medical Docu- 
mentation. 

Noon—Luncheon for Medical Journalists and Ladies ten- 
dered. by Nepera Chemical Company (U.S.A.), Park Hotel, 
Molenstre, The Hague. 

The Responsibility of the Author and 
Relations 


Afternoon—1. 
Editor in Preparing Manuscript for the Press. 2. 
between the Medical and Non-Medical Press. 

Dr. S. C. Sen, Hony. General Secretary of the Indian 
Medical Association will represent the Association at the 7th 
General Assembly of the W.M.A., the 1st World Conference 
on Medical Education (to be held in U.K. in August, 1953), 
and the Journal of the Association at the Medical Editors’ 
Conference. 


NEW ISSUE OF BRITISH PHARMACOPCEIA 


The first edition of British Pharmacopoeia, appeared in 
1864 under a section of the Medical Act, 1858, which pro- 
vided for the original publication and periodical republication. 
On March 1953 appeared the eighth B.P. now under the offi- 
cial sanction of the Medical Act, 1950. 


The B.P. 1953 is a complete revision. Each drug is 
discussed in a monograph covering such matters as chemical 
formula, description, solubility, methods of identification, 
assay and dosage in the various preparations available. For 
the first time Latin has been abandoned in the main title of 
the monographs, nearly 750 in all, and English is used with 
Latin as a sub-title. 


CORRESPONDENCE 


The Editor is not responsible for any views expressed 
by the contributors 


INSURANCE EXAMINATION FEES 


Sitr,—I entirely agree with the views expressed by Dr. 
A. D. Sangayam in his letter (J. Indian M.A., 22: 302, 
1953). The Association should, I contend, take up the ques- 
tion of fees with the Insurance Companies, because the scale 
at present is so varying from company to company and 
ludicrously low in some cases. The time and labour involved 
in such examination is the same, notwithstanding the repu- 
tation or the financial position of the company. I do not 
see why the fee should vary when the sum assured is the 
same, particularly so when all the Insurance Companies are 
in a way controlled financially by the Government for secu- 
rity. The fees pf some companies are as low as Rs. 2/- 
per case and again they are not paid in good time when the 
medical report is submitted, but many months after—per- 
haps waiting for the completion of the case, which has 
nothing to do with the doctor. Deducting m.o. charges 
of remittance by cheque without provision for commission 
charges is again objectionable. Lastly when Insurance com- 
panies thrive on the premiums and are valuably assisted by 
doctors in their business, why should the companies be so 
niggardly towards doctors and pay them only a fraction of 
their earnings. A statistical survey on this point in a lead- 
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ing editorial and resolutions af the Medical Conference are 
clearly indicated. I am, etc., 
10-6-1953, 
Bharatpur. 


B. M. Kornary. 


THE SHORTENED M.B.B.S. COURSE DISCONTINUANCE 
BY THE MADRAS UNIVERSITY 


Sir,—The news that the above course is to be discontinued 
from April 1953 by the University of Madras, has come at 
an inopportune moment unawares to the profession at large 
and the bulk of Medical Liceptiates in particular. The 
reasons underlying the abolition of such a useful measure 
which gives facilities to aspiring Medical Licentiates to obtain 
the M.B.B.S. Degree can neither be appreciated nor under- 
stood at the present juncture when the purpose for which 
this Course was introduced is not served, apart from the 
cherished objects of the profession to bring about a uniform 
standard of medical education in our country. 


The establishment of a uniform standard of medical 
education and the unification of the Civil Medical Services 
in this State was a result of the persistent exorts of the All- 
India Medical Licenciates’ Association. When the L.M.P. 
course was abolished, this Association with ity leaders and 
elders in the profession brought into existence the condensed 
M.B.B.S. course for Medical Licentiates aspiring to take the 
M.B.B.S. Degree. Since then the course has functioned 
without let or hindrance. As ill-luck would have it, the 
choice of candidates for admission was restricted. Those 
with War Service, in Government Service, District Boards 
and Local Funds, and a few private medical practitioners 
with similar qualifications were chosen. The regulations gov- 
erning admissions were relaxed, for the admission of candi- 
dates from other States. Thus many of the latter category 
were chosen to the detriment of those in our State. Year 
after year our own candidates failed in their attempts to 
gain admission. I have known of a candidate of our State 
applying for a seat continuously for seven years, the last 
attempt being in the month of July 1952, in vain 

It would be a sorry state of affairs if in the Indian 
Republic where every citizen enjoys equal privileges and rights 
there should exist any bias or barrier against an individual's 
legitimate ambitions. A Provincial and parochial outlook 
would hamper the growth of sound medical education of the 
Medical Licentiates in our country and it is against the 
tradition of the University of Madras which serves as a 
model to other States in the Indian Union. I fervently 
hope the University of Madras would change its attitude and 
extend this desirable concession up to the year 1956 as 
resolved by the Indian Medical Council at its last meeting. 
This would enable those in the waiting list to continue their 
studies for the M.B.B.S. Degree. I am, etc. 

V. VenKarra, 


18-5-1953- 
Registered Medical Practitioner. 


T. Nagar, Madras 17 


QUALIFIED DOCTORS ON HANDSOME SALARY 


Sir,—One often hears about the shortage of medical men 
and nursing sisters in India and many pious people do not 
get tired of repeating ad nauseam such sentimental non- 
sense as the doctor's profession is noble and that doctors 
should be philanthropic and public spirited and do good to 
their fellow creatures, etc., forgetting that doctors also have 
a family to feed and clothe and children to educate which 
all requires money to earn and for which they undergo an ex- 
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pensive training for years and after qualifying they have to 
work day and night often risking their lives. How all this is 
appreciated by the public cam be seen from an advertisement 
which recently appeared in ope of the well-known papers 
given by a large mupieipal corporation of the Bombay State. 
The corporation requires the services of an experienced 
L.C.P.S. for a princely gum of Rs. 99/- a month to rise to 
Rs. 150/- after twelve years of satisfactory service by an 
annual increment of Rs. § (five). After this there is an 
efficiency bar, whatever it might mean, and having crossed 
the bar the pay would rise to Rs. 200/- a month after a 
total service of 17 years. Ip his application the candidate 
has to mention the previous experience he had. 


All this for a princely sum of Rs. 99/- a month, At 
present the peons in Government service in this State get 
Rs. 60/- a month and the public-spirited philanthropic doctor 
after two years study in a college and five years in a medical 
college is to get Rs. 30/- more than a peon! 

The advertisement does not say what particular quali- 
fication the doctor is supposed to acquire so as to be able 
to earn after twelve years an increment of Rs. 10/- a year 
instead of Rs. 5/-. Perhaps the corparation expects him to 
get FCPS. M.D., MRCS. or F.R.C.P. or perhaps 
M.R.C.P. of London. 


In my opinion the Indian Medical Association should 
take up such cases and warn intending applicants as the 
British Medical Association does in U. K. | am, etc., 


11-6-1953, M. Irant, 
21 Sassoon Road Poona 1. LT.-COL, J.M.S, (RTD.) 


RANK OF L.M.F. DOCTORS 


Sir,—The Central Government and all the State Gov- 
ernments of India place the L.M.F. or L.M.P. doctors in the 
rank of ‘‘Assistant Surgeons, Grade II.’’ But the West 
Bengal Government still place the L.M.F, doctors in the 
rank of ‘Sub-assistant Surgeons.’ I request the Honourable 
Minister of Public Health Department and Hon'ble Chief 
Minister of West Bengal to consider the case sympathetically 
and do the needful immediately so as to bring the rank of 
L.M.F. doctors in uniformity with that in the rest of India. 
This change can simply be made, because if there is objection 
in the uplift of the rank of L.M.F. doctors to the rank of Assis- 
tant Surgeons, then there will be no objection and no harm if 
the L.M.F. doctors are placed in the rank of at least ‘‘Assis- 
tant Surgeon, Grade II,’’ officially, when the rest of India 
do so. This change is immediately necessary for the prestige 
of the doctors holding L.M.F. diplomas, who are serving the 
suffering humanity as best as possible during peace and 
during war and at the time when admission into L.M.F. 
course is going to be abolished. I am, etc., 

17-6-1953. Buupenpra Natu Dutt, 
Calcutta. 


“CHEMOTHERAPY OF CANCER WITH PREPARATIONS 
OF PHOSPHOTUNGSTIC AND PHOSPHOMOLYBDIC 
ACIDS” 


Sir,—In a recent paper (J, Indian M.A., 21: 289, 1952) 
I have described the retrogressive action of a preparation 
of phosphotungstic and phosphomolybdic acids (called 9:1 
complex preparation). In this earlier work 1-0 c.c. of the 
preparation was daily administered intravenously to the 
patients. By increasing the daily dose to 2-0 c.c. I find 
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that it is perhaps possible to have complete retrogression of 
growths provided these injections could be continued for a 
long time. Due to production of side-effects like nausea and 
anorexia continued use of the preparation was found to be 
difficult. It was found from experiments that the prepara- 
tion contains both an active fraction and an inactive frac- 
tion. The side-effects like nausea and anorexia are mainly 
caused by the inactive fraction. By fractional precipitation 
with caffeine it is possible to separate the active fraction 
from the inactive fraction. This active fraction has .now 
been used in cancer patients. Again the active fraction can 
also be precipitated by caffeine. The caffeine precipitate of 
the active fraction can be dissolved by treatment with urea, 
urethane, etc., and has been now used for a relatively long 
period (administered intravenously or intramuscularly) — in 
cancer with equal effect. Histological studies also reveal the 
retrogressive action of these preparations upon cancer. A 
detailed account of this work will be duly reported. I am, 
etc., 
H. N. MUKHERJEE, 
Professor of Biochemistry, 

R. G. Kar Medical College, Calcutta. 


18-6-5 3. 
Calcutta 
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TUBERCULOSIS IN THE COMMONWEALTH—Published 
by the National Association for the Prevention of Tuber- 
culosis, Tavistock House North, London W.C.1., 1953, 
Price 21s. net. 


The National Association for the Prevention of Tuber- 
culosis (NAPT) was founded about fifty years ago and has 
had 29 meetings in a series in these long years. The NAPT 
organised the Third Commonwealth Health and Tuberculosis 
Conference which was held in London from the 8th to 14th 
July 1952. This conference was attended by about 140 
delegates from over fifty overseas countries. A mass of 
valuable data was available through the various discussions 
at this conference concerning the dreadful disease, tuber- 
culosis, which appears to be a disease of all lands and all 
peoples. The 443 pages of this book represent the verbatim 
and complete transactions of this conference wherein each 
speaker has revised his words so ag to give an exact record 
of his intentions. This book is a valuable document and 
contains a mine of informations concerning the problem of 
tuberculosis in various countries. The volume should be on 
the table of every serious worker in the field of tuberculosis. 


TEXTBOOK OF PUBLIC HEALTH—By W. M. Frazer. 
Thirteenth edition, 1953. E. & S. Livingstone Ltd. Edin- 
burgh and London. Pp. 663, price 42s. net, postage extra. 

Preventive madicine and public health had occupied a 
rather minor part in the health front in previous decades. 

But nowadays it has come to occupy a very prominent 

place in the health activities and the health administration 

of all advanced countries. A good deal of changes have 
been brought about in the United Kingdom by the National 

Health Services Act, 1946 and the National Assistance Act, 

1948. A new chapter has been devoted to these subjects in 

this the thirteenth edition of this established textbook on 

Public Health. The entire subject has been dealt with in a 

clear manner, giving a comprehensive grasp of the relevant 

points to the reader. The text is divided into 24 chapters, 
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besides an index, with 76 illustrations which all. go to make 
this book useful as a textbook not only for those going up 
for the D.P.H. certificate but also for those preparing for 
examinations of various universities. 


the M.B., B.S. 
Paper, printing, get-up and binding are very good. 


HEALTH PROBLEMS—By Dr. M. R. 
Published by Messrs. Dennett & Co., Book- 
P., Price Rs. 5/- only. 


HYGIENE AND 
Subramaniam. 
sellers, Sitabuldi, Nagpur 1, M 


This is a small book of 121 pages containing a variety 
of informations suitable for health workers both in rural and 
urban areas. There are also chapters on WHO, Community 
Projects and a brief mention of the historical landmarks in 
the scientific development of public health activities. Paper 
and specially printing have plenty of scope for improvement 


NEOPLASMS—By 
Livingstone Ltd., 
net. Postage extra 


OF PANCREATIC 
Published by E. & S$ 
Price 35s 


THE SURGERY 
Rodney Smith 
Edinburgh & London, 1953 


Sir John Erichson once wrote ‘‘The abdomen, chest and 
the brain will be forever shut from the intrusion of the wise 
and the humane surgeon’’. That was in 1873. Since then, 
in these eighty years, time has shown that each of these three 
closed chambers have been invaded by surgeons, and that too, 
with very good success. But, even then, mainly for ana 
tomical and physiological considerations the pancreas was 
spared the surgeon's knife for quite a long time. Whipple's 
contributions to the surgery of pancreatic cancer, and later 
on, the comprehensive survey of world literature in 
Brunschwig’s book, have given a fillip to surgery of the 
pancreas during the last decade. The present author is a 
surgeon of standing and reputation. The present monograph 
is an excellent treatise on the subject of pancreatic surgery 
The subject is dealt with in three sections—general principles, 
carcinoma of the ampulla of Vater and the head of the 
pancreas, and less common neoplasms. These 3 sections have 
a total of 21 chapters which make valuable reading specially 
because of the very fine illustrations. Two additional appen- 
dices, one of ‘cited cases’ and another of ‘bibliography’ have 
together made a nice finale to a valuable monograph 


TO PSYCHO- 
Physical Medi- 
Pub- 
Ltd 

6d 


MUSCLE RELAXATION AS AN AID 
THERAPY—By Gerald Garmany. (Vol. 1 
cine Series—General Editor Dr. William Beaumont) 
lished roth November, 1952. The Actinic Press 
356/8 Kilburn High Road, London N.W. 6. Price 5s 
(cloth), 3s. 6d. (paper) 


Several decades back, physical medicine was started 
mainly as a helping hand to orthopedics. But to-day it has 
spread its influence into practically all the branches of the 
healing art. This is the first volume of a series of books 
which promises to be of great benefit to a variety of people 
engaged in the work of restoration of the sick and disabled 
to the fullest usefulness. The psychiatric patient is nowadays 
often, but not necessarily always, prescribed physical thera- 
peutic measures; for, occasionally some substantial relief 
follows these measures The physiotherapist must, 
therefore, know precisely the scope and limitations of his 
measures in the treatment of his psychiatric patients— 
besides of course, a thorough knowledge of the 
methods and techniques to be employed. The 
volume, written by a lecturer to the Westminster school of 
physiotherapy, will greatly help the reader not only about 
learning the various procedures, but what is perhaps more, 
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a clear explanation of what to do, how to do it and also 
why it is done 


TREATISE ON HYGIENE 
By B. N. Ghosh. Thirteenth edition, 1953. D/Demy, 
pages xiv+787. Scientific Publishing Co., 85, Netaji 
Subhas Road, Calcutta 1. Price Rs. 17/8/- or 258. 6d. 


A AND PUBLIC HEALTH— 


Ghosh's ‘Hygiene and Public Health’ made its first 
appearance in October 1912; and the very fact that it ran 
through twelve editions in forty years, necessitating the birth 
of a thirteenth edition in 1953, speaks very well of this book's 
usefulness to students and field-workers. This present edi- 
tion has been brought uptodate, extensively re-written 
The whole text has been suitably distributed in 29 chapters, 
each chapter many convenient sub-headings, thus 
making references easier for the reader. 151 illustrations 
spread out in the text make it better appreciated. The last 
chapter on ‘social medicine’ and the three appendices add 
to the the book. One only wishes that the 
type-setting and type-faces were less compact which would 
then greatly relieve possible eye-strain. 


having 


usefulness of 


MACKENNA’'S DISEASES ON THE SKIN—Revised by 
Robert M. B. Mackenna. Fifth Edition, 1952. Pp. xii +612 
with 215 figures. Balliére Tindall and Cox, 7 and 8 Hen- 
rietta Street, Covent Garden, London W.C.2. Price 42s. net 


This noted textbook was first written by the original 
author, R. W. Mackenna and published in January 1923. 
After going through several reprints of the last—the fourth 
edition, this book now appears fifth edition under 
the editorship of the worthy son of the original author. The 
reading matter covers 611 pages of 25 pages of 
index). Subdivision into 27 chapters with smaller sub-sec- 
tions in a few of these enables the subject to be discussed 
serially and in useful detail. The illustrations are well repro- 
duced and make the entire subject grasp. 
Paper, printing, binding and get-up are very goood. This 
book will amply meet the needs of the student and the 
practitioner alike 


in its 


(inclusive 


more easy to 


ENGINEERING IN PUBLIC HEALTH—By Harold E. 
Babbitt. First Edition, 1952. McGraw-Hill Book Com- 
pany Inc., McGraw-Hill House, Farringdon Street, London, 
E.C.4. Price 64 shillings 


The author is a teacher in the subject at the Illinois 
University with experience extending over twenty years. 
mainly compiled from his lecture notes, this book on public 
health engineering will be useful to the student of the subject 
of engineering in the control of the environment for the 
protection of the health and the promotion of the comfort 
of man. As the name implies, this book will meet the needs 
of the professional engineer practising in the field of public 
health. Besides an index of 30 pages, the whole text runs 
into 550 pages and is divided into 26 convenient chapters, 
thus giving a thorough exposition and a careful dealing of 
the entire subject along with the relevant side issues. The 
book has promises of a bright future. 


MODERN TREATMENT YEAR BOOK, 
Sir Cecil Wakely 


1953—Edited by 
The Medical Press, London, Price 21s. 


These year books have in the past been of great service 
to the busy general practitioners. The present edition has 
not failed in its purpose. A wide range of surgical, medical 
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and special subjects have been chosen and each of them has 
been dealt with in an authoritative manner. The present 
trends of thought in the managements of diifferent conditions 
have been well presented. The subjects have been dealt 
with by specialists in respective branches of medicine. We 
feel confident that the book will be a helpful addition to 
the library of any busy practitioner in being up to date in 
modern medicine. 


INDIA—By V. N. Patwardhan. First 
published, November 1952. Published by the Indian Jour- 
nal of Medical Sciences, Bombay 4. Sole Distributors 
Hind Kitabs, Limited, 261-263 Hornby Road, Bombay. 
Pp. 345. Price Rs. 10/-. 


Nutrition studies are being carried on in India for about 
half a century. Since the early studies of McCarrison and 
of McCay, numerous workers have studied the various factors 
connected with nutrition in India. A voluminous literature 
has accumulated through the contribution of these workers 
giving details of a good deal of research work carried out in 
different centres in India. The present volume gives a com- 
prehensive account of these research activities in the field 
of nutrition in India. It also effects a correlation amongst 
the data contained in the mass of papers published in various 
types of journals and reports, and covering several decades. 
This is a good book of reference for all workers in the field 
of nutrition as embodying the works in, and about, nutrition 
conditions in India, 


NUTRITION IN 


ANATOMY OF THE AUTONOMIC NERVOUS SYSTEM— 
By G. A. G. Mitchell. Published by E. and S. Living- 
stone Ltd. Edinburgh and London, Price 55s. net. 


The importance of the study of the autonomic nervous 
system has assumed considerable importance in recent years, 
and an authoritative book on a subject like this will be most 
welcome to research workers, anatomists, and specialists alike. 
The value of the book increases because it deals with ana- 
tomical findings at dissection in man. Throughout the book 
there are references to the morphological and physiological 
importance of this important section of the nervous system. 
All of the views expressed by the author may not be wholly 
acceptable as established conception,—but these have the 
merit of opening new channels of thought and new lines of 
investigation. The production is excellent. 


The book will be a valuable asset to any reference library. 


A MODERN PRACTICE OF OBSTETRICS—By D. M. Stern 
and C. W. F. Burnett. First Edition, 1952. Pp. viii—248, 
140 illustrations. Bailliere Tindall and Cox, Ltd. 7 and 8, 
Henrietta Street, London, W.C.2. 


This is a new text book of obstetrics written by two 
surgeons of the West Middlesex Hospital and its Annexes. 
The book mainly outlines the practice of obstetrics at the 
aforesaid hospital and the result of a long period of expe- 
rience. The books avoids much of materials that are rather 
thoretical and of controversial nature, and concentrates on 
giving the practical aspects of the various problems concern- 
ed in obstetrics. There are 140 illustrations in the whole 
text, most of which are diagrammatic. A few of these figures, 
for example, figure 26 showing fetal circulation, figures 54 
and 55 of syphilitic placenta, figure 57 of trichomonas vagi- 
nalis, figures 59 and 60 of eclamptic liver, figures 105, 106, 
107 and 108 about breech presentation and figure 126 about 
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sites of puerperal infection would do better if reproduced a 
little in detail rather than in a diagrammatic manner. On the 
other hand there are a few other illustrations which would 
certainly help to give the student a better perspective of 
the things compared to other similar text books. This may 
specially be said about figures 28, 29, 87, 88, 100, 128, 129 
and 130. A little more elaborate description of the patho- 
logy and management of asphyxia neonatorum, would per- 
haps be more beneficial to the students who are everydal 
asked about this problem in their examinations and also 
would have to face this situation in their practice later on. 
The two appendices on obstetrical terms and etymology 
would be very helpful to the student and specially the first 
one which often gives a headache to the student at first. 
This is a very helpful textbook whch will not only serve 
the undergraduate students to get through their examinations 
but would also be helpful to the general practitioner who 
has to do a good amount of obstetric practice. Paper, print- 
ing, binding and get-up are very good. 


GANDHI MEMORIAL LEPROSY FOUNDATION (of the 
Gandhi Smarak Nidhi)—Memorandum No. 1 on_ the 
Leprosy Work of the Gandhi Smarak Nidhi. Memorandum 
No. 2 on the ‘‘Leprosy Control Scheme” and the details 
of its working. Published by Dr. R. V. Wardekar, Secre- 
tary, Gandhi Memorial Leprosy Foundation, Wardha, M.P. 


These two booklets give out in details the view points 
and plan of work of the Foundation and should prove helpful 
to all who intend to undertake, or are actually engaged in, 
field work concerning the leprosy problem of this country. 


REPORT OF ANTI-LEPROSY WORK UNDER GANDHI 
SMARAK NIDHI FOR THE YEAR 1951—By the Leprosy 
Advisory Board of Gandhi Smarak Nidhi. Published by 
the Secretary, Gandhi Smarak Nidhi, 5 Man Singh Road, 
New Delhi 2. 


Mahatma Gandhi's attention was strongly focussed on 
the problem of Leprosy when Shri Parchure Shastri who was 
an old Congressman and a great scholar of Sanskrit came 
to Gandhiji's Ashram as an advanced case of lepromatous 
leprosy. Keeping this in mind the Gandhi Memorial Trust 
decided to give a prominent place to leprosy work. A special 
“Leprosy Sub-Committee’’ of the Gandhi National Memorial 
Trust recommended that fifty lakhs of rupees should be set 
aside for leprosy work. In November 1950 the executive 
committee of the Trust met at New Delhi with Sardar 
Vallabhbhai Patel in the chair, and appointed the Leprosy 
Advisory Board consisting of 15 members including Dr. Sushila 
Nayar as Convener and Secretary. This Board started 
preliminary work by working on schemes of training of 
workers and a pilot project of leprosy control in Wardha 
Tehsil. The Leprosy Advisory Board later on formed a 
small executive committee of 7 members including Dr. 
Jivraj N. Mehta as the Chairman and Dr. Sushila Nayar 
as the Secretary. The Trustees of the Gandhi Memorial 
Trust (Gandhi Smarak Nidhi) finally constituted the 
Gandhi Memorial Leprosy Advisory Board which has evolved 
a plan of concerted and co-ordinated leprosy work for the 
whole of India. The present volume gives the details of the 
various schemes examined and recommended by the Board 
along with the progress report of each. This book contains 
very valuable data and many informations concerning the 
leprosy problems and work in this country; and should be 
read by all who are interested in leprosy work. 
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THE IMPERIAL SURGICAL co. 


36) HORNBY ROAD. 
ALSO AT LUCKNOW 


Rational 
LIPOTROPIC CUM VIT. B-COMPLEX 
THERAPY 


LITROPLEX 


Vitamin B-Complex 


factors 
in a palatable Syrup Base 


containing Vitamin B, 
Vitamin B, 
Vitamin B, 
Nicotinic Acid 
Methionine 
Choline Chloride 
and Vitamin Bis 


( Free from alcohol ) 


Navaratna 


Pharmaceutical Laboratories, 


P. B. No. 18, Mattancherri, P. 0. 
COCHIN. 


Available at all leading Chemists 


INJECTABLES 


SAFE AND DEPENDABLE 


tions for meeting 

the growing pre the Medical are 
essed in our Laboratories. They are made from 

Standard Chemicals employing double distilled and 

PYROGEN FREE water. Their containers (ampoules 

undergo rigid neutrality tests before they are selec 

i use. These Injectables are therefore guaranteed to 

safe and dependable. 


The following are but a few of our wellknown 
Injectables : 


*RETICULIN ..A potent extract of Liver 
*HEXOPURIN . A urinary Antiseptic 
*CALCITOL _ . Injectable Calcium Gluconate 
*BEVITAMIN ... Vitamin B, 
*CEVITAMIN ... ,, Vitamin C. 
*GLUCOSE SOLN. , Pure Dextrose 
The Mysore Industrial & Testing Laboratory, Ltd. 
Malleswaram, Bangalore 38. 
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Prolonged action 


As in gliding, there has been in penicillin therapy a constant 
striving to prolong effective action. This was achieved by 
the introduction of Procaine Penicillin Oily Injection A & H, 
the suspension of procaine penicillin-G with 2 per cent. 
aluminium stearate in sterile arachis oil, Each c.c,. contains 
300,000 units of penicillin and the equivalent of 120 mg. of 
procaine. 

The value of aluminium stearate in such preparations has 
been established and procaine penicillin-G in oil with 
aluminium stearate has been described as the most suitable 
preparation for clinical use where economy in material, slow 
absorption, and a long lasting therapeutic blood-penicillin 
-level is important, (vide Lancet, 1949, 1,863.) 

Procaine Penicillin Oily Injection A&H is administered, 
with little or no pain, by intramuscular injection. 
Generally, a single injection of | c.c. daily is sufficient. 


PROCAINE PENICILLIN 


OILY 


INJECTION A&H 


Available in vials of 10 c.c. 


ALLEN & HANBURYS LTD 
(NCORPOR 


ATED IN ENGLAND) 
CALCUTTA BOMBAY 
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VITAMIN B COMPLEX 


@ ELIXIR 
@ CAPSULES 

@ TABLETS 

@ INJECTIONS: 


4 


ALEMBIC CHEMICAL WORKS CO., LTD., BARODA 3} 
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Sick children are proverbially fractious, 
and mother knows how difficult it is to 
follow the doctors orders as to diet... 
But the physician too, understands her 
difficulties, and that is why he pres- 
cribes NESTOMALT, « delicious all- 
round drink, fortified with Vitamin B,. 


The result of many years of sclentifilc 
research, NESTOMALT ts prepared 
from barley, malt and other cereals, 
also fortified with additional Vitamin 
B, to help offset dietetic deficiencies 
and provide that extra nourishment 
which assists speedy recovery. 


STO 
Altep MILA 


Write for free titerewre @: NESTLES PRODUCTS (INDIA) LTD. 


P. 0. Box 896 Calcutta. Box 315 Bombay. 0. Box 100 Madras, 
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Ergot therapy is called for at 

critical moments, The ergot preparation 
must be carefully standardized and 

stable in tropical climate. ERGOSEAL 

fills these requirements admirably. 

The sealed gelatin capsule packing leads 

to additional stability in hot 

and humid weather. 


ERGOSEAL contains the total 


alkaloids of Ergot. 


HIND CHEMICALS LTD. 
KANPUR. 


The negative ' 


balanee in illness leads to breakdown 
and excretion of body proteins 

like those of the muscles; the patient 
gets thinner every day. 


HI-NUTRON, restores the nitrogen 
equilibrium i, preventing waste 
during illness and aiding convalescence. 


HI-NUTRON contains 
the protein ‘Myosin’ which provides 
all the essential amino acids. 

Ampoules of 5 and 10 cc. 


CHEMICALS LTD, KANPUR, 


When replying, please mention the Journal of the Indian Medical Association 


August, 1953 | 
Z 
Sg 
> 
2 
| 
| We 
} 
z 
ith. 
HIND 


J. 1. M. A. ADVERTISER 


Tradition 
counts 


Calci-Ostelin, the original colloidal calcium 
with Ostelin Vitamin D, has maintained and upheld 
the fine tradition of quality in pharmaceutical 
manufacture, and is the choice of discerning doctors. 

Quick response after a few injections is 
usually noted in a wide variety of conditions, as 
debility, marasmus, certain skin diseases, and in 
tuberculosis as an adjunct to specific treatment. 


In ampoules of 6 x 1 cc. and 15 cc 
rubber-capped phials 


GLAXO LABORATORIES (INDIA) LTD, BOMBAY * CALCUTTA * MADRAS 
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Who would be a man... 


Apart from the diseases to which man is prone, he suffers 
regularly from a debility or a lassitude. It may be a result of 
disease or merely a mental reaction, for he is often unable 
to stand the pace of the civilisation he has initiated His 
creative impulses cause him to/ alternate between periods of 
forced activity and nervous relaxation. 


Small wonder that mankind is in constant need of a tonic 
to improve nervous stability, appetite and body tone. 


Who would be a doctor and have to satisfy this need ; 
myriad of tonics on the 
Market. 


Agré-Tonicum 


Iron, Liver, Vitamins, Minerals 
in a palatable base. 


“PHILIPS HOUSE”, CALCUTTA-20 
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Now Clinically Established. 


Terramycin reduces the number of carriers through sterilization of the gut and is 
therefore of great value in the prophylaxis of Cholera among the contacts, 
particularly during epidemic period. 
Terramycin reduces the mortality as compared with the Control group. 
Cultural results prove that Terramycin renders the stools negative earlier, i. ¢. 
within 24 hours as compared to other antibiotics. 
Ref.: 1. Chaudhuri, R. N., Ghosal, S., and Raichaudhuri, 
M. N.—Ind. Med. Gaz., 85, 398, 1950 
2. Das, A., Ghosal, S., Gupta, S. K., and Chaudhuri, 
R. N.—Ind. Med. Gaz., p. 437, 1951. 
——— 3. Konar, A. R., and Sengupta, A. N.—Ind. Med. 
NOW AVAILABLE IN A WIDE Gaz., p. 469, 1951. 
VARIETY OF CONVENIENT . Lahiri, S. C.—J. Ind. Med. Assoc., 14, 113, 1946; 
DOSAGE FORMS FOR ORAL, Ind. Med. Gaz., 83, 24, 1948 ; B. M. J., 1,500, 1951. 
TOPICAL AND PARENTERAL . Roy Chaudhuri, A. K., Chaudhury A., and 
ADMINISTRATION. Chadha, V. N.—Antiseptic, Vol XLIX, No. 9, 
Sep., 1952. 


PFIZER INTERNATIONAL 
Service Co., Inc. 
Est. 1849 25, Broad Street, New York 4,N.Y., U.S.A. 
World's Largest Producer of Antibiotics. 


Exclusive Distributors : 


DEY’S MEDICAL STORES LTD. 


BOMBAY CALCUTTA DELH! MADRAS 
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ACETARSIN 


(B. R, Brand ) 
(Diethylamine of 3-acetylamino-4-hydroxy- 


arsonic acid). 


A stable aqueous solution of pentavalent 
organic aromatic arsenical. The most potent 
chemo-therapeutic drug with higher therapeutic 
value and lowest toxicity. 


For the treatment of Syphilis in all its stages 
Yaws, Lungs,” “ Lymphogranu- 
loma Inguinale,’ 

Most suitable oe parenteral use in Infants, 


Children and Adults as a readymade solution, 
painless and has no nitritoid crisis. 


SALURIN 


( B. R. I. Brand ) 


(Mersalyl B.P.) 
«Sodium salt of salicy! Y-hydroxymercuri-B 
methoxy-propyl-amide-O-acetic acid 


An organic mercurial diuretic prepared for 
the first time in India and in the East. 


Indicated in cedema of cardiac origin, 
nephrosis, in ascites resulting from cirrhosis of 
liver, congestive heart failure etc. 


Obtainable in c.c. & 2 Amp. 


PREPARED FOR THE FIRST TIME IN INDIA, 


THE BRAHMACHARI RESEARCH INSTITUTE 


82-8, CORNWALLIS STREET, CALCUTTA-4. 


Each fluid ounce contains : 
Amino Acids 


Folic Acid 
Vitamin (B,) 400 1.U, 


Riboflavin (B,) mg. _Lipolytic Enzyme 
Pyridoxine 


(B,) O'S mg. with other necessary 


INDICATIONS : 


n deficiency due to malnutrition, Troha and other 
Pay diseases, Gastro-enteritis, Pe Ulcers, 
Cirrhosis, Dyspepsia, Chronic Ameebiasis, seulonen, Pre and 
Postoperative managements, Nutritional Cdema, ‘Anemias, 


Tuberculosis etc,, etc, 
Sole Distributors : 


Stadmed Distributors Ltd., Calcutta 4 


Liver 


Supplies Essential 
Amino Acids, 
Vitamins and Enzymes 


for 
SOUND NUTRITION 


6000 mg. Nicotinic acid amide (P,P,) 20 mg. 

(20 p.c. W/V) Ascorbic Acid (Vit. C) 
Proteolyiuc Enzyme 
Amylolytic Enzyme 


2) mg. 
10 grs. 
5 grs. 
5 grs. 


STADMED LIMITED, CALCUTTA 4 
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9 DOLORIN acts faster than Aspirin, 
because of high disintegration coeffi- 

prompt cient of the tablet and synergistic 
combination of the constituent, the 


relief pain relieving ingredients speed up 
through the stomach into the 
circulation. 


DOLORIN does not upset digestion. 


DOLORIN is antalgic & antipyretic. 


TABLETS 


Indications: Head-ache, Tooth-ache, Dysmenorrhea, 
Muscular Pains, Influenza etc. 


Each tablet of DOLORIN contains 4 grs. of Acetyl Salicylic 
Acid in combination with Salicylamide together with optimum 
quantity of Acid Phenetidin, Codeine, Caffeine etc. 


Available in phials of 10 & 25 tablets. 
SAMPLES ARE SUPPLIED TO PRACTISING PHYSICIANS ON REQUEST. 


THE CALCUTTA CHEMICAL CO,, LTD. 


35, PANDITIA ROAD 1 CALCUTTA-29 


For your low sodium-diet patient ... . 


K-SALT 


..... will help him to stay on his diet. 


K-SALT is a dietetic saltesubstitute, having taste and flavour like salt, look 
like salt. 


SAL 


i} MEDICATED Saat 
| 


Its high Potassium content protects against Potassium depletion, a hazard of low 
sodium diet. 


K-SALT contains 


NO LITHIUM 
NO AMMONIUM. 


Please enquire at: 


THE CALCUTTA | 
KeSALT may be prescribed in congestive heart-failure, hypertension, arterio- 
CHEMICAL C0.. LTD. sclerosis, toximeas of pregnancy and in obese person on reducing diet. 


35, Panditia Road, It is contrasindicated in severe renal disorders © oliguria. 
Calcutta-29. Presentation—2, 4 & 8 oz. phials. 
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U. D. 
SULFO—ENTERON 


U. D. SULFO-ENTERON combines the effects of both 
Iodochlorohydroxyquinoline and Phthalylsulphacetamide 
and provides a unique and highly effective therapy in combined 
Amebic and Bacillary infections. It is administered orally 
and is comparatively non-toxic in doses within therapeutic 
limits. 
PACKINGS 
Phials of |20 & 100 tablets ( grs. 74 each ) 


UNION DRUG CO._LTD. 
T’ Phones T’ Gram :— 


Bank 7211 285, BOWBAZAR STREET “Benzoic” Cal, 
1901 CALCUTTA—12 


Volume begins in January—y suesceiprion: 
Subscription may commence | 
from any period -Back comes} conv 


may not be available. aovance. 


The Manager The Antisepne. Post Box No: 166, MADRAS-1. 


Offices at: 
CALCUTTA: BOMBAY: NEW DELHI 
31, Beck Began 10, Homjj St. P, O. Box 677, 


Row. GP. 


SISTA'S 
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For both EXCEPTION 


and the rule 


hile functional constipa- 
tion is usually founded on long-term neglect, exceptional 
circumstances often bring transient distress to otherwise e 
careful individuals. 

Dietary indiscretion, sudden change in environment, 
travel and other modifications in the daily routine are 
frequent exciting factors. 

Whether constipation be the exception or the rule, the return 
to normal bowel function is favoured by the gentle mod- 
erating action of 
Agarol Emulsion. 


Distributors 


MARTIN & HARRIS LTD., 
Mercantile Buildings, Lall Bazar, Calcutta, WILLIAM R. WARNER & CO. LTD., 
also at Bombay, Madras and Delhi London, England. 


«CALCIUM PHHOSPHATT 


.. +. essential requirements to progressive recuperation 
.--in asthenic conditions 


Recuperative powers which are retarded by the inability of the system 
to replace depleted vitality lengthen the period of convalescence and 
can result in a relapse. 

When there is ee that the patient lack* a reserve of vitality, 
systematic medication and the administrativn of essential vitamins 
and minerals i; recommended. 

In an easily x wr form, and containing vitamins 
“3 Br, B2(c), C, D, E and Nicotinamide, with iron and 

hosphate, “‘Supavite’ Capsules provide a balanced 
vitality which establishes progressive recuperauea 


Sole distributors for the proprietors, The Angier Chemical Co, Ltd., Martin & Harris Ltd. Mereantile Bldgs, Lall Bazar, Caleutta 
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ALLIANCE TRADING CORPORATION 
CALCUTTA 


For intensive lipotropic therapy 
in liver dysfunction. 


Syrup Methiocholine 


Each 4 oz bottle contains : 
DL-methionine 
Choline Chloride om 
Inositol | 
Compound 
Each FI oz Contains: 
Dli-methionine ... 750mg. Vitamin BZ ... 1 mg. 
Choline Chloride... 750 mg. Niacinamide ... 10 mg. 
Inositol .. 250mg. Ca. Pantothenate 10 mg, 
Vitamin B, . 20mg. Vitamin B,, ... 10 mg. 
Vitamin B, «. 10mg. Liver Extract 
=14 G of fresh liver 
Indicated in the prophylaxis and treatment 
of fatty degeneration and cirrhosis of the liver, 
infantile cirrhosis, arsenical and other poison- 
ing affecting the liver, atherosclerosis, 
coronary sclerosis, etc. 


Oriental Pharmaceutical Industries Ld. 
64-66 Tulsi Pipe Road, Mahim, Bombay-16. 


5% Glucose in Normal 
Saline (Pyrogen-free) 


For intravenous, intra- 
muscular hypodermic or 
rectal administration. 


Indicated in: 
Hemorrhage, Shock, loss of 
Fluid, Toxaemia and other 
emergency conditions. 


AVAILABLE IN 540 C.C. TRANSFUSION 
BOTTLES COMPLETE WITH ATTACHMENT 


Pasteur Laboratories Ltd. 


2, CORNWALLIS STREET, CALCUTTA 6 
PHONE : B. B. 3346 TELEGRAM : “PASLAB’ 


Some Notable Specialities 


ELIXIR MELGADINE :- Tonic & Recuperative 
food adjunct in Convalescence 
& Wasting Diseases. 
CIVALBROM A Sedative. 


HEPOBYLE with METHIONINE and 
CHOLINE :— “: tried Remedy for Sluggish 
iver. 


LEUTOVARIN For Irregular Menstrual 
functions. 


For respiratory Catarrh and 
Whooping Cough 
NOVOBROM :— Hypnotic and Sedative. 


VITONA COMPOUND Especially in Wasting 
Diseases & Pulmonary 
Infections. 


AYASTYPTIN (For oral use) :—Hzmostatic. 


Dragon Chemical Works (R) Ltd. 


PULMOSIN :— 


204.1, Russa Road South, Calcutta 33. 
— 
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Packs: 


Calcutta @ Bombay @ 


NON-TOXIC SALICYLATE THERAPY 


SALAMIDE 


Contains SALICYLAMIDE and Vit. C. Plus 
Vit. B, to counteract cardiac complications. 


ANALGESTIC @ ANTIRHEUMATIC ANTIPYRETIC 
Bottles of 20 & 


100 tabs. of OS g. 


SMITH, STANISTREET & CO., LTD. 


Madras 


Kanpur Gauhati 


MODERN PHARMACOLOGY 6 


ABCOPLEX 


for Intra-muscular Injections non-toxic in 2 & 5 c.c. 
ampoules and for Oral administration in 8 oz. 


phials 
Fall particulars from :-— 
Calcutta Polyclinic Limited. 
6/A, Surendranath Banerjee Road, 
CALCUTTA-18. 


ND THERAPEUTIC GUIDE 
- Rai Dr. A. R. Majumdar Bahadar : Standardised Vitamin B-Complex including Biz 
Prof, of Clinical Medicine, Medical College, Oaloutta, Ret, COMPOSED OF 
This is according to B. P. 1948 and Addendum "51 and & Vitamin B,, Vitamin B,, Vitamin B,, Vitamin B,, 
Ind. Pharm. List "46, containing upto-date Pharmaco- ? Nicotinamide, Cal. Pantothenate, Amino Acids, 
logy and Therapeutics exemplified by 500 chosen pres- Folic Acid, Choline, Chloride & Sodium Glycero- 
criptions and over 700 extr. pharm. preparations, many y phosphate, in a base rich in natural vitamin 
& recently introduced and adopted in practice, these t Complex. 
being indexed under 210 diseases for Treatment in daily y INDICATED IN 
8 practice. It has Indian Food recipes and Electrotherapy. ¥ Beri-Beri, Neuritis, Pellagra, Sprue, Colitis and in 
A Concise Encyclopaedia of Drug Informations. other Vitamin B-Complex deficiencies. 
Ninth Ed., Demy 808 pages and 62 diagrams, % For Further particulars, please write to :— 
Price Rs. 13/- plus Re. 1/- postage. rs ABCO’S PHARMACEUTICAL WORKS 
SCIENTIFIC PUBLICATION CONCERN Phone : (INDIA ) LIMITED. Gram : 
9, Wellington Square, Calcutta 13 B. B. 158 CALCUTTA-11 ABCOHOUSE 
H AEMOCALCIN A Calcium-liver-Vitamin therapy MECHOPLEX. 
of the Composition Each Fluid Ounce contains 
Vie. Bs 10 my D. L. Methionine 750 
on wasting conditions, Respiratory Vie. Ba Choline Chlorid 
‘ disorders, Haemorrhage & Vit. Be 2 mg Inositol . 250 mg, 
Vit. B, B, & C. . Vie, Bs 10,meg. Glycerine 
Aneemia etc. Available both 50 Flavour 
Cal. Panto 5 mg. Aqua 


lt has proved its highest value in scute and chronic diseases of liver 
specially in infantile liver, cirrhosis liver, toxic hepatitis and various 
hepatic disorders. 


Manufactured By : 
BRITISH MEDICINE & PHARMACEUTICAL CO. 
BOMBAY CALCUTTA 
Sole Distributors : 


Mansukhlal Tribhovandas & Co. 
44-45, Exre Street, P. O. Box 914 P. O. Box 2189 


CALCUTTA.1 BOMBAY.2 
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~EKZEBROL 


TOSSE - GERMANY 
Its acknowledged and unrivalled efficacy in 


All Itching Skin Affections 

has made it the medicament of choice 

for the treatment of Eczemas, etc. 
AND NOW 

prompt, profound and prolonged relief in cases 


of BRONCHIAL ASTHMA 
has been reported. 

Recent studies in Biochemistry have revealed 
that Strontium being the highest in series of 
Alkaline metals has a colloid solidifying action, 
allaying the sensitivity of cells responsible for 
allergic manifestations of Asthma. 

Has given ynexpected results. 


AUBIOL (TosseE) 


Intramuscular Gold and Bismuth Depot} 


For ages GOLD has held its place for 
treatment of Chronic Polyarthritis, Arthritis 
Deformans, Erythema Nodosum and Erythe- 
matodes. Potentialised with the synergistic 
action of Bismuth, it has now proved highly 
efficacious for Seropositive Lues, Non-specific 
Angina and Endocrine Arthropathies. 


Also reported effective for Leucoderma. 


AUBIOL is painless, has no side ill-effects 
and is economic. 


CLINICALLY controlled and recorded 
experience on over 20000 cases in Germany 
and other countries. 


SOLE AGENTS FOR INDIA: 


JUGGAT SINGH’S SON & 


21B,; KEVAL MAHAL 


MARINE DRIVE, BOMBAY. 


STOCKISTS: 
1. BENGAL : Bhoopee Co., 4/1, S. N. Pandit Street, Calcutta. 
2. KANPUR: New India Medical Stores, Birhana Road. 


CARDIPYRIN 


(HOMMEL, ZURICH) 


ADRIZIDE 


(ADRIAN, FRANCE ) 


MYCETINE 


DE ANGELIS 
( NEOTHERAPIE, GENEVA ) 


NECACYL 


(SEROCHIMIE, GENEVA) 


Circulatory and Respiratory stimulant. 
Cardiac Tonic. Oral and injections 


ISONIAZID tablets and injections for 
treatment of Tuberculosis 


Anti-carcinomatous antibiotic. Injections 


Anti-tuberculous. Intravenous injections 


Particulars from : HINDUSTHAN COMMERCIAL CORPORATION, 8, Mangoe Lane, Calcutta. 
RAKA CORPORATION LTD., 39, Second Line Beach, Madras. 
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JOURNAL OF THE INDIAN MEDICAL ASSOCIATION 
EDITORIAL NOTICE 


All concributions for publication and correspondence should be sent to the Editor, Journal of the Indian 


Medical Association, 23, Samavaya Mansions, Corporation Place, Calcutta—13. The Journal is published on the first 


of every month. 


Articles are accepted for publication on condition that these are contributed so/ely to the Journal of the 


Indian Medical Association. 
side only of foolscap or quarto paper. 
will be considered for publication. 
drawing paper. 
zine etchings will be reproduced, free of cost. 


Manuscripts for articles, case notes etc. must be type-written, double-spaced, on one 
Only original type-scripts (not carbon copies ) together with a carbon copy 
Graphs, charts, diagrams or pen drawings must be drawn in Indian ink on white 
Blue or coloured inks cannot be reproduced. Only a reascnable number of half-tone illustrations and 
Photographs not suitable for half-tone work will not be reproduced. 


In the selection of papers and in regard to priority of pee poe the opinion of the Editor and the 


Editorial Board will be final. 


The Editor and the Editorial Boar 


fe-arrange or re-write approved articles, case notes and 


reference to the authors concerned. The Editor and the publisher 
statements of authors of articles and other communications. 


shall have the right to edit, condense. alter, 
other communications before publication, without 
will ndt be responsible for the views and 
Manuscripts not accepted for publication will not 


be returned to the authors unless the necessary postage is supplied by the author. 
References—References to authors in the body of the papers should contain the name of the author, with 


the year of publication mentioned within bracket. 


For the list of references at the end of the communications, 


the system followed by the Cumulative Index Medicus should be adopted. This requires the following in the order 
mentioned : surname and initials of author, name of periodical with its volume number, the page number and the year 


of publication. The volume number should be underlined as follows :—21 : 279, 1952 
arranged according to alphabetical order of the surname of the authors. 


The references should be 
n case of references from books, name of 


author, title of book, edition, name of the publisher, and place and year of publication should be furnished 


Reprints—Ordinarily, 25 copies of reprints of articles and case notes (not correspondence etc.) published 
shall be supplied, free of charge, to the authors. Additional reprints may be obtained, at cost, if a request for the 


same be made when sending the article. 


Reviews—As the space in this journal alloted for reviewin 
hat these can be reviewed according to their merits and space at disposal 


authors and editcrs are informed t 


books and periodicals is limited, the publishers, 
Books 


and periodicals, for review, should be sent in duplicate, to the Editor. 


Matters appearing in this joufnal are covered by copyright, but no objection will be made to its reproduc- 
ton in reputed medical journals if permission is obtained from the Editor prior to publication and if due acknowledg- 


ment is made. 


Your 


YOUR HEALTH, Indian Medical Association’s 
lay health journal is now in the second year of 
its life. 

Over 5000 regular readers endorse the utility value 
of YOUR HEALTH. 

For the advertisement of class goods to select 
readers, YOUR HEALTH is an excellent medium. 
Fine screen blocks, advertisements in colour and 
insets are accepted for publication in YOUR 
HEALTH. 


Printed on Art paper and fully illustrated 
Annual Subscription ( Post free ) 


Inland: 1 year Rs. 8/-; 2 years Rs. 12/- 
Foreign: | year Rs. 10/-; 2 years Rs. 16/- 
Members of I.M.A.: 1 year Rs. 6/- 
_* 
For rates please write to 
MANAGER, 


YOUR HEALTH 


23 Samavaya Mansions, Corporation Place, 
CALCUTTA~13. 


NOTICE 
CHANGE OF ADDRESS 


It frequently happens that members of the Indian 
Medical Association do not timely intimate change of 
their addresses, nae in unnecessary loss of the 

t 


Journal and annoyance of the members concerned. It 
is therefore requested that members will kindly inti- 
mate change of their addresses immediately to the 
undersigned, with.a copy to their Local Branch 


Secretaries 
NON-RECEIPT OF JOURNAL 
In case of non-receipt of the Journal, members are 
requested to enquire first at their Post Offices and 
then write to the undersigned mentioning the name of 
the local branches cf which they are Members 
R. SINHA, Hony. Secretary, 
Journal of the Indian Medical Association, 
23, Samavaya Mansions, Corporation Place, Caleutta-13. — 


SPIRODIN 


(Non-toxic, Non-irritant, Safe.) 
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